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We studied community-based participatory research in American Indian/

Alaska Native communities. We have presented a case study describing a

community–clinic–academic partnership with the goal of building tribal

capacity and infrastructure to conduct health disparities research. The 2-year

intensive training was guided by the framework of an evidence- and community-

based participatory research curriculum, adapted and implemented with

practice-based data collection activities and seminars to address issues

specific to community-based participatory research with sovereign tribal

nations. The initiative highlighted important challenges and opportunities

in transdisciplinary partnerships; identified gaps in conducting health

disparities research at the tribal, clinical, and university levels; and led to

important policy change initiatives in all the partner settings. (Am J Public

Health. 2015;105:S424–S432. doi:10.2105/AJPH.2015.302674)

Community-based participatory research
(CBPR), defined as “systematic inquiry with
the participation of those affected by an

issue to education and action for social
change,”1(p4) can be a powerful tool for
addressing American Indian and Alaska Na-
tive (AI/AN) health disparities.2---5 CBPR is

congruent with the research protocols set
forth by many tribal nations,6---8 and tribes
are increasingly applying Indigenous values,
practices, and knowledge9 as part of CBPR

partnerships to address obesity and diabe-
tes,2,4 environmental health,10 breast cancer
screening,11 suicide prevention,12---14 and

other health issues. However, significant
disparities exist in the level of CBPR training
and resources available between tribes and
their academic partners.15 Indeed, tribes re-

port a lack of knowledge, skills, resources,
and leadership within their communities
to engage in, support, and sustain CBPR
processes and products.6,16,17 As a result,

many CBPR efforts dissolve when external
funding ends.

Several CBPR training curricula have
been developed18,19; however, few or none
address important aspects of conducting

research with sovereign tribal nations.20 For
example, although each of the more than

550 federally recognized tribal nations has
its own governing structure and laws, many

tribes maintain their own community re-

search review boards21,22 or federally certi-
fied institutional review boards (IRBs)23

developed in response to abuses against

tribes in the name of scientific research.24---26

These boards weigh the risks and benefits of

proposed research on tribal lands and with

tribal community members in the context of
tribal culture and community. These boards

may require tribal ownership of all data

collected and often mandate tribal review
and approval of all publications, thus making

research with tribal citizens different from

research with any other racial or ethnic
group.

The Community---Campus Partnerships
for Health (CCPH) at the University of
Washington offers an evidence-based27

CBPR curriculum—the Developing and Sus-

taining Community-Based Participatory

Research Partnerships: A Skill-Building Cur-
riculum (hereafter referred to as the CCPH

curriculum)—that is designed for academic

and community partners alike and is avail-
able at no cost via the CCPH Web site.
We adapted and implemented the CCPH
curriculum as part of an intensive 2-year
training partnership from 2010 to 2013,
with the goal of developing capacity and
infrastructure to conduct research in 3 tribal
communities and 2 tribal clinics in Northern
California.

METHODS

Our partnership consists of 2 clinics, 3
communities, and an academic institution.
The 2 clinic partners play a central role in
interfacing with the academic and commu-
nity partners and organizing the day-to-day
partnership activities. The clinic partners are
staff members from 2 Indian health clinics—
a reservation-based clinic and a rural clinic.
The reservation-based clinic is located on
a federally recognized reservation in a re-
mote valley approximately 2 hours away
from the nearest hospital and emergency
services. The clinic provides primary health
care to approximately 3000 AIs living on
and near the reservation. Similar to other
reservation communities, this population
experiences high rates of poverty and asso-
ciated negative health outcomes.

The other clinic involved in this initiative,
although also located in a rural environment,
is not located on a reservation. This rural
clinic provides basic medical, dental, behav-
ioral, and community health services to
a 4-county region in Northern California with
an AI population of approximately 7300
(about 2.2% of the total population of the
region). The majority of the AI population
resides in small- to medium-sized towns scat-
tered widely throughout this mostly rural
environment. Rates of poverty and associated
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negative health outcomes are as high in these
AI communities as in those seen in the
reservation community.

The academic partners include a pediat-
ric endocrinologist (D. S.) at the University
of California, Davis (UC Davis) School of
Medicine, and an AI interventionist (V. B. J.)
specializing in CBPR and implementation
science (also affiliated with UC Davis at the
time of this training initiative).

Partnership Development

Although the efforts of the formal CBPR
training program began in 2010, the origins of
this partnership stem back to 2004, when clinic
staff, faced with severe budget cuts as part of
the economic recession, approached the aca-
demic researchers to obtain external funding to
continue their health promotion efforts. The AI
interventionist (V. B. J.) introduced CBPR to the
clinic staff early in the partnership because of
its focus on research for action and social
change. Over the next 5 years (2004---2009)
the clinic staff worked with the academic
partners to conduct small pilot studies
addressing community health priorities. The
pilot studies provided an opportunity for
academic partners to visit the tribal commu-
nities, learn about the cultures and health
priorities of the communities, and build
relational accountability and trust within
the partnership.

In 2010, as part of the American Reinvest-
ment and Recovery Act (Pub. L. No. 111-5,
123 Stat 115, HR 1, 111th Cong), the part-
nership received a training grant from the
National Institute of Diabetes, Digestive, and
Kidney Diseases to provide formal and struc-
tured training in CBPR to an expanded group
of the clinic staff and members of the 3
partnering communities as well as academic
partners from UC Davis interested in gaining
skills to conduct CBPR. A subgroup of 6
individuals representing the community, clinic,
and academic sectors, who were involved in
the partnership from its earliest stages in 2004,
took a leadership role in guiding the training
and served as the “leadership group.” The
academic sector representatives included the
study principal investigator (D. S.) and the AI
interventionist (V. B. J.). The clinic partners in-
cluded a public health nurse and a grant writer,
both of whom were the project directors at the

clinic sites. Two community members, a health
worker and a community educator, repre-
sented the community sector.

Training Recruitment and Compensation

The clinic project directors, working in con-
sultation with clinic boards and staff, were
responsible for recruiting community research
trainees (CRTs) to participate in the training.
Recruitment efforts were similar in both set-
tings: the clinic project directors, with input
from the clinic health boards, generated lists of
individuals from different families and of
varying ages, all of whom had an interest in
fostering greater community well-being. AI
community members from diverse sectors of
each of the 3 tribal communities, including
tribal council members, youths, elders, and
community health workers, were identified and
invited to participate.

Compensation was considered a critical sign
of respect for the time commitment the CRTs
were making. Thus, the CRTs were provided
with a $50 stipend for participating in a half-
day training, $100 for participating in a full-day
training, and bonuses of $75 to $100 for
completing project activities such as the online
Collaborative Institutional Training Initiative
examination,28 a Web-based human partici-
pants research training curriculum that covers
the historical development of human partici-
pant protections as well as current information
on regulatory and ethical issues in biomedical
and social, behavioral, and educational re-
search. In total, 28 CRTs participated.

Curriculum Adaptation and

Implementation

Before making any changes to the existing
CCPH curriculum, the leadership subgroup
hosted a 2-day partnership summit, held at UC
Davis, to kick off the project, solicit the CRTs’
ideas and priorities for using research to create
change within their communities, and foster
a spirit of colearning and participation. All 28
CRTs attended, as did the clinic staff and
faculty members. With the exception of 6
members of the leadership group, the summit
attendees had little or no exposure to CBPR. On
the basis of the feedback received during the
summit, the leadership group determined
that the CCPH curriculum addressed many of
the priorities identified by the CRTs and that

therefore its integrity should be retained with
only the following slight adaptations.

First, the leadership group felt that the CCPH
curriculum was too long and written from an
academic perspective, thus the group abridged
and reduced the reading level of the 7 CCPH
curriculum units. Additionally, telemedicine
equipment, used by the 2 tribal clinics to
receive specialty medical care from UC Davis,
was used to deliver the trainings to the CRTs
who met in groups at both clinic sites. We
elected to use the telemedicine equipment
because hosting in-person meetings with all 28
CRTs was cost prohibitive and delivering the
trainings via the Internet to CRTs at home was
not feasible for CRTs with unreliable or no
home Internet access. Using the telemedicine
equipment allowed participants at all 3 of the
sites (i.e., UC Davis and both clinics) to view
each other and engage in high-quality partici-
pation.

The telemedicine trainings were held quar-
terly for 2 years with each of the 7 modules
(Table 1) presented separately in 3-hour in-
tervals, and every meeting included food and
provided transportation to and from the clinic
sites. Two in-person meetings were also held
each year, with the location rotating between
the partners. Both the telemedicine trainings
and the in-person trainings were video
recorded and posted on a project Web site,
allowing CRTs who had to miss a training to
view it at home, if possible, or at the clinic sites
and still receive the stipend.

The CCPH curriculum exercises and exam-
ples were also adapted, as described in Table 2.
Exercises are activities that typically require
trainees to work in groups and discuss or
role-play potential scenarios that emerge in
CBPR. For instance, an exercise in unit 2 asks
trainees to role-play the difficult process of
choosing research priorities as members of
a CBPR partnership with competing agendas
and demands. Examples, conversely, are pri-
marily real-world case studies illustrating the
application of the curriculum topics. For in-
stance, unit 3 of the curriculum discusses the
development of partnership operating proce-
dures and bylaws. “Harlem Community &
Academic Partnership Operating Procedures
and By-Laws” is presented as an example of
how 1 CBPR partnership developed and
implemented partnership bylaws.
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In the CCPH curriculum none of the exer-
cises or examples references AI/AN commu-
nities. Therefore, the leadership group retained
exercises and examples that were broad and
relevant to AI/AN communities and slightly
adapted some of them, if necessary, to focus on
research issues often experienced in AI/AN
communities. For instance, a unit 1 example
presents ethical issues that arise in CBPR and
illustrates these issues in a case study of an
urban African American CBPR partnership.
We modified this to be an urban AI/AN
community with similar but slightly different

cultural issues and challenges. A unit 3 exercise
asks trainees to work in groups to identify
what resources are needed to support their
CBPR partnership. We did not make adapta-
tions to this general and broadly relevant
exercise.

As part of our efforts to abridge and reduce
the reading level of the curriculum we elimi-
nated approximately half of the original CCPH
curriculum exercises and examples. We
replaced the remaining half with real-world
case studies and scenarios specific to AI/AN
communities that were taken from our own

experiences or from the experiences of other
AI/AN communities; researchers shared these
with permission. Each adapted exercise and
example was included as long as the leadership
group felt it retained the key concepts and
learning objectives of the 7 units. The revised
exercises and examples focused on topics such
as the challenges and opportunities in working
with non-AI researchers, translating AI/AN
language and cultural concepts into partnership
processes, and engaging with tribal councils to
support and promote research development
(Table 2).

TABLE 1—Summary of Curriculum Units, Learning Objectives, Exercise Topics, and Examples

Curriculum Unit Learning Objectives Exercise Topics Selected Examples

1: CBPR—Getting Grounded Identify principles of CBPR Ethical issues in CBPR Redwood–Jones Photovoice Project

Describe differences between CBPR and

traditional research

Identify ethical considerations

2: Developing a CBPR Partnership—

Getting Started

Identify and select partners Identifying and selecting new

partners

Detroit Community–Academic

Urban Research CenterSet priorities

Choosing priorities

3: Developing a CBPR Partnership—

Creating a Shared Vision

Create a shared vision Creating a “shared vision” Seattle Partners for Healthy

CommunitiesEstablish organizational structure Applying CBPR principles

Establish mission statement and bylaws Developing operating norms

Identify applicable policies and procedures

4: Trust and Communication in

a CBPR Partnership

Articulate the importance of trust Understanding why people get

involved

The Harlem Community and

Academic PartnershipEstablish and maintain trust

Understanding assumptionsMake decisions and communicate

Understanding what hinders trust in

partnerships

Resolve conflicts

Overcoming obstacles

Motivate, recognize, and celebrate partners

Transparency and communication

“The real world”

5: Show Me the Money—Securing

and Distributing Funds

Identify funding sources for CBPR Assembling the research team

Respond to proposal requests A partnership’s “household”

financesDevelop proposals

Assessing your current fundingSecure long-term funding

6: Disseminating the Results of

CBPR

Disseminate results The North Carolina Public Health

Initiative Authorship GuidelinesCreate policies and procedures

7: Unpacking Sustainability in CBPR

Partnerships

Identify strategies for sustainability Understanding what sustainability

means

Prevention Research Center

MichiganConduct participatory, formative evaluation

Factors for sustaining partnershipsIdentify barriers to sustainability

Determining continuing effortsIdentify efforts to continue

Reaction and prioritization scenarioDeal with change

Temporary funding scenario

Loss of funding scenario

Note. CBPR = community-based participatory research.
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Specialized Training

After implementing the first 4 units of the
modified curriculum in year 1 of the project,
the CRTs wanted to discuss in more depth

a policy development process for tribal own-
ership of data as well as a publication review
and approval process. The CCPH curriculum
does not address either of these topics,

specifically with regard to research within tribal
nations. Thus we partnered with the National
Congress of American Indians Policy Re-
search Center to plan and host a special 1-day

TABLE 2—Augmented and Adapted CBPR Curriculum, Learning Objectives, Exercises, and Examples

Curriculum Unit Augmented Learning Objectives Adapted Exercises and Examples Specialized Training

1: CBPR—Getting Grounded Identify American Indian perspectives of research Exercise: Indigenous ways of knowing, scientific

ways of understandingUnderstand how tribal values relate to research

Example: The role of culture in researchIncorporate tribal values in decisions regarding research

in tribal communities Example: Tribal community values and scientific

values

2: Developing a CBPR Partnership—

Getting Started

Facilitate tribal leadership in study management and

design

Exercise: Developing a research plan

Exercise: Identifying opportunities for tribal

leadership and policymakers to become

involved in research

Example: Identifying and interviewing potential

academic partners

Example: Guiding a research design process

3: Developing a CBPR Partnership—

Creating the “Glue”

Incorporate tribal values as a guide for developing and

managing research

Exercise: Individual versus tribal rights

Identify ethical considerations related to conducting

research with tribal nations

Example: Aspects of genetics research could

help tribal communities

Example: Tribal conflict of interests

Example: Engaging in culturally appropriate

ways of recruiting

4: Trust and Communication in

a CBPR Partnership—Spreading

the “Glue” and Having It Stick

Identify key characteristics of effective tribal research

policy IRBs

Exercise: Discussion of individual versus tribal

rights

National Congress of American

Indians Training: “Research

That Benefits Native People: A

Guide for Tribal Leaders”

Identify tribal research agreements Exercise: Creating tribal research agreements

CITI examination

Example: Northwest Portland Area Indian

Health Service IRB

Example: California Rural Indian Health Board

IRB

Example: Choctaw Nation IRB

Example: Chickasaw Nation IRB

Example: Navajo Nation IRB

5: Show Me the Money—Securing

and Distributing Funds

Grant Writing 101—Telling your community story Exercise: Indigenous evaluation model Data collection activities

Understand the Indigenous evaluation model Community based

Participatory Research Institute

San Francisco

6. Disseminating the Results of

CBPR

Understand the participatory article development model Exercise: Translating practice-based knowledge

and Indigenous knowledge into academic

language for publication

Data analysis activities

Identify the value in sharing your story through

publication

Exercise: Communicating research processes

and findings to tribal citizens

Indigenous evaluation workshop

Learn to speak to diverse stakeholders

Example: San Jose Diabetes Action Committee

7: Unpacking Sustainability in CBPR

Partnerships

Learn community organizing and community building for

sustainability

Example: Tribal youths initiative

Participatory article development

workshop

Example: Video voice participatory

documentation

Note. CBPR = community-based participatory research; CITI = Collaborative Institutional Training Initiative; IRB = institutional review board.
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workshop held at 1 of the clinics. This work-
shop, which kicked off in year 2 of the project,
was grounded on the National Congress of
American Indians’ newly developed 5-module
curriculum: Research That Benefits Native
People: A Guide for Tribal Leaders.20

The special workshop aimed to facilitate
participation from tribal leadership and build
tribal infrastructure capacity to conduct re-
search. The workshop focused specifically on
data sharing and ownership issues and ways to
assess and evaluate the potential impact (pos-
itive or negative) of particular research projects.
In addition to the CRTs, members of the tribal
councils and health clinic boards were invited
and several, although not all, attended.

Curriculum units 5 through 7 were imple-
mented in project year 2 and augmented with
hands-on quantitative survey data collection.
All 28 CRTs and clinic staff took the Collabo-
rative Institutional Training Initiative exami-
nation using laptops made available to them at
the clinics (approximately 4---5 individuals at
a time). The CRTs then participated in monthly
working groups to plan and conduct a commu-
nity pilot project of relevance to their commu-
nities, design surveys around healthy food
access, and engage in data collection and
cleaning, data entry, and data analysis.

Also during year 2 of the project the 28
CRTs were supported to attend the interna-
tionally recognized week-long Community-
Based Participatory Research Institute held in
San Francisco, California, and sponsored by
San Francisco State University and the Uni-
versity of California, Berkeley. The institute
features key leaders in the field of CBPR and
covers important topics in CBPR, such as
partnership development, collaborative study
design, developing culturally embedded inter-
ventions, and the intersection of CBPR and
policy change.

The participation of the CRTs was greatly
valued by the institute organizers and at-
tendees and led to the impromptu invitation, by
request of the institute attendees, to hold
a tribally specific CBPR workshop track so that
specific issues in working with Indigenous
communities could be presented and discussed.
This provided attendees working with tribal
communities the opportunity to hear directly
from tribal community members trained in
CBPR.

Finally, and also at the request of the CRTs,
project year 2 concluded with a 1-day intensive
workshop on participatory and Indigenous
evaluation. The purpose of this culturally tai-
lored training, guided by LaFrance’s Indige-
nous evaluation model,29 was not to conduct
a formal evaluation but to train community
members and clinic staff in approaches to
conducting evaluations that are responsive to
community needs and that incorporate AI
community values. The evaluation training
was implemented in person and included
a focus on the dissemination of the findings to
diverse key stakeholders, including tribal com-
munity members as well as academic partners.
At this time the CRTs also discussed and
determined how they would like to share the
story of their training experience and with
whom.

During the course of the evaluation training,
the CRTs were inspired to conduct an evalua-
tion of their own CBPR training experience.
Thus, the CRTs generated a list of 16 questions
they wanted to ask themselves to assess the
value of the 2-year CBPR training and capture
their experiences. The questions, informed by
the Indigenous evaluation framework in their
grounding in community values of connected-
ness and relational accountability, were framed
in a “we” perspective and included What did
we learn through this project? What challenges
did we face? What lessons can academics learn
from our communities? What was the most
valuable part of the training? and What do we
see as the future for CBPR? The questions
formed the basis of a focus group guide that was
administered and facilitated 1 month later by
the clinic project directors and 1 CRT trained in
qualitative data collection. The focus groups
were conducted with 3 groups of 9 CRTs.

The focus groups were recorded and tran-
scribed, and 2 academic partners and the pro-
ject directors and CRT used a descriptive
content analysis approach30 to analyze the
transcripts independently. After the indepen-
dent review and identification of themes, the
individuals met as a group to present, discuss,
and triangulate31 their findings.

RESULTS

The focus group findings were presented
back to the community participants to further

confirm the identified themes. Overall 4 key
themes were identified.

Focus Group Findings

Community capacity. The focus group par-
ticipants reported that the trainings built the
capacity of the community participants to
engage in research.

The CRTs reported feeling more capable of
asking questions, evaluating the pros and cons of
research, and participating as true partners in the
research process, as illustrated by this comment:

We have the skills to work with researchers now
and conduct research. We have the skills, ability,
empowerment, to do this—whatever it is we are
concerned about in health, and this increases our
accountability and our responsibility.

Individual capacity, or “finding our voices.” An
overlapping and related finding suggested that
the training not only built the capacity of
community participants to conduct research
but also built individual capacity and self-
efficacy in general, evidenced by 1 CRT’s
comment: “Before I started the project I was
like a frightened turtle inside a shell. As the
project came along it gave me the confidence to
come back out of the shell.”

Another CRT stated,

The time we went to San Francisco . . . we were in
the room with a lot of people with big titles and
you know we were just community people. By
the time the training was over I realized how
unique our group was because people were
asking us questions at the end. . . . They came and
asked us to facilitate a group . . . and I was, like,
wow, that’s pretty neat.

Community---academic trust. Participants
reported how the training built trust between
community and academic partners, as 1 CRT
stated,

They [the academic researchers] were open to
changes we needed and respected our beliefs. I
thought they were going to come in with their
own agenda, but they gave us full rein of what we
wanted to do.

Another CRT commented,

I learned that the doctors and researchers are
people too. They were really respectful, they
didn’t push us to do anything we didn’t want to
do, and in return we were more willing to share
our information with them.

Colearning for true partnership. Although
CRTs reported that the trainings facilitated
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trust, focus group participants also emphasized
the need for training among all partners, not
just the community, to facilitate cultural hu-
mility and true partnership to improve health.

As 1 CRT remarked,

If this is truly a partnership why do we have to
learn everything from [the academic] point of
view? Like the Collaborative Institutional Train-
ing Initiative test—I liked the test, I learned a lot,
but it is their way of thinking. What about our
ways? The researchers aren’t made to take a test
in our ways.

Another CRT stated, “We can help them as
much as they can help us.”

Policy and Systems Outcomes

This project led to several policy- and
systems-level outcomes. One of the tribal
communities developed a research review
board, distinct from the tribal council and the
clinic health board but composed of members
of both of these boards as well as several CRTs.
The purpose of the research review board is to
determine appropriate research partnerships
and review all research to ensure that it
benefits the community and is being carried
out in a way that is culturally respectful. The
board is currently before tribal council for
approval and is a direct result of the cross-
sector collaboration this training fostered
within this community.

Another participating tribal community for-
malized a requirement at the tribal council
level that all research done within that com-
munity receive prior approval by the tribal
council. This community, along with the third
tribal community, developed and passed, dur-
ing the course of the training, a data-sharing
agreement with the university through tribal
health clinic board action items. As a result of
this training, both of the clinics have incorpo-
rated CBPR into ongoing community---clinic
efforts and developed community action
councils that guide these efforts.

The partnership also led to unexpected and
important change initiatives within the univer-
sity. The National Institutes of Health as well as
some universities where faculty work regularly
with tribal nations have policies that recognize
the right of sovereign tribes to own their own
data.32,33 When tribes do not have IRBs or
community research review boards or the
infrastructure in place to confer research

approvals, both the university researchers and
the tribal communities are left vulnerable. In
this project, none of the 3 AI communities had
tribal IRBs or community research review
boards in place, nor did the university partner
have policies regarding data collection and
ownership with sovereign tribal nations.

UC Davis recognized, in large part because
of this initiative, these gaps within its own
research infrastructure and sought technical
assistance from researchers at other universi-
ties in developing these policies. These in-
cluded the University of Oklahoma, the
University of Washington, and the University
of Colorado—all universities with larger num-
bers of faculty members working with local
tribal nations. The need for these policies was
recognized and acknowledged at the highest
levels of the UC system. At the time of this
writing the university was reviewing the poli-
cies of other large universities that regularly
work with tribal nations to address the gaps in
its own policies and procedures.

DISCUSSION

Engaging in CBPR can build the capacity
and infrastructure of tribal nations to conduct
research by requiring tribes to formalize re-
search partnerships and protocols and develop
tribal research agendas.9,34 Community mem-
bers participating in CBPR can obtain market-
able skills in study design and implementation
that not only increase economic opportunities
and build a more engaged tribal citizenry base
but also fill gaps in translational and imple-
mentation science.5,35 This project built
individual-level and community capacity
among tribal members to conduct research and
resulted in system-level changes within the
tribal community and clinic settings as well as
the university setting. The process also high-
lighted important challenges and opportunities
for expanding CBPR training and resources
that are culturally appropriate and incorporat-
ing the needs and perspectives of tribal nations
and AI/AN communities.

The participating tribal communities and
clinics had baseline differences in their capac-
ities and infrastructures to conduct research.
There were also differences in the amounts of
research they were conducting as well as their
desire to expand research efforts. These factors

contributed to the diverse experiences within
the project. The reservation community and
clinic forged ahead with the development of
a research review board and continued efforts
to seek out further research initiatives. How-
ever, for the rural clinic and partnering com-
munities, drafting research protocols and
moving those protocols through the clinic
policymaking process, as well as the tribal
council policymaking processes, were beyond
the resources available through this project.

The clinic project directors determined that
additional technical assistance and staff time
would be required to develop formal research
review processes and IRBs. Additional funding,
and the prioritization and commitment of the
tribal councils and the health clinic board,
would also be necessary. It is unknown
whether these communities and clinics will
continue to engage in enough research to
warrant these efforts and whether research will
be prioritized among competing demands.

The role that health clinics play in research
with AI/AN communities remains a complex
issue. On the one hand, for small tribes that
do not regularly engage in research, or urban
AI/AN communities in which no central tribal
government exists, the development of tribal
IRBs and research review boards may be
unwarranted or inappropriate. In these cir-
cumstances, AI/AN health clinics, which are
overseen by boards composed of AI/AN com-
munity members,36 often function as default
research review boards. From the perspective
of an academic researcher, these clinics are
valuable partners; they are easily identifiable
institutions with access to AI/AN communities
and can receive and administer research
funding and subcontracts. The clinic staff can
also do the “work on the ground” of recruiting
community members and organizing meetings
when academic researchers reside away from
the tribal communities or are “outsiders” to the
community.

On the other hand, the reality remains that
tribal clinics are underfunded and understaffed
and are hard pressed to serve in the capacity
of developing, reviewing, and approving re-
search projects.37 Furthermore, clinic boards
and staff members may not be appropriate for
serving as gatekeepers to AI/AN communities
and determining the cultural impact of research.38

For many Indigenous communities, health clinics
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are a symbol of colonization and loss of
traditional healing practices.2,39,40

Nevertheless, training and resources in
community-engaged research processes can
build a community’s capacity to use research
for action and social change22 and support
Indigenous ways of knowing to improve
health.9,41 Training and resource opportunities
to build research capacity may also prevent
smaller AI/AN communities from being left
behind in an increasingly competitive funding
climate.42 For example, the Institute of Medi-
cine and the Centers for Disease Control and
Prevention increasingly recommend and fund
interventions that incorporate policy, systems,
and environmental strategies to eliminate
health disparities.43,44

Tribal communities must engage multisector
leadership teams and implement intervention
strategies that intervene at multiple levels.
Tribal communities that have a strong research
and practice infrastructure in place, including
tribal IRBs and community research review
boards, may be better positioned than are
communities with less research capacity to
receive and implement these funding opportu-
nities and intervene broadly to address health
disparities, potentially exacerbating intragroup
disparities.45

Lessons Learned and Recommendations

for Future Practice

This project was not a research study but
a practice-based, iterative training that aimed
to respond to community-identified needs.
Therefore the experience generated important
lessons and recommendations for future prac-
tice. First, despite the project’s participatory
orientation, the university-based team solely
administered the curriculum trainings. Having
an AI university-based investigator is not the
same as having a community leader or partner.
Future efforts to implement this work must
have community leaders or partners involved
in the delivery of the trainings. Best practice
examples of trainings delivered for and by
AI/AN communities can be found in the
Healthy Native Communities Partnership Fel-
lowship trainings, which are AI/AN-led train-
ings that incorporate Indigenous knowledge
and practices.46---48

The growing trend of offering community
member discounts and scholarships to national

conferences must be continued and expanded.
CRTs and clinic partners said that the oppor-
tunity to attend the Community-Based Partici-
patory Research Institute in San Francisco was
a critical experience, allowing them to network
with others in the field and truly understand
the full value and potential of their work.
However, the cost for all the community and
clinic partners to attend was more than
$30 000, which would make such an endeavor
cost prohibitive for many partnerships wishing
to replicate this type of training.

Because of the iterative and community-
responsive nature of this training, as well as its
informal and community-driven evaluation, it
is impossible for us to separate the impact of
the CCPH curriculum from the impact of the
additional specialized training components,
namely the National Congress of American
Indians session, the Community-Based Partici-
patory Research Institute, and the Indigenous
evaluation session. There was certainly overlap
in the Community-Based Participatory Re-
search Institute with the adapted curriculum
and with general Indigenous research princi-
ples,46 including respect, relevance, and reci-
procity, presented as part of the National
Congress of American Indians and Indigenous
evaluation sessions,20,29 but how effective the
adapted curriculum is and whether it would be
enough on its own without the specialized
trainings are unknown.

CBPR education (e.g., workshops, train-
ings, and publications) must incorporate
more diverse voices to truly foster bidirec-
tional learning. Despite CBPR being an ori-
entation to research that values community
and academic knowledge equally, most
CBPR education to date continues to be from
an academic voice and for academic audi-
ences. This is illustrated by the extensive
focus on ways to engage community partners
as a topic in much of the education. Fostering
bidirectional learning was a continuing
challenge throughout this initiative, as illus-
trated in the focus group findings. Indeed, an
example of the important contribution com-
munities can make in fostering bidirectional
learning is the influence of the CRTs in
initiating revisions to the UC Davis research
review process.

The expectations and the needs of each
of the participating sectors must be clearly

communicated at the onset of the partnership
and must continue to be discussed and revis-
ited throughout the partnership as expectations
and needs change, especially in long-term
CBPR partnerships such as this. The early years
of our 10-year partnership did not generate
publications and were focused on building
community capacity and trust in the partici-
patory research process. For the academic
partners, investing in such a long-term and
time-intensive CBPR partnership without
producing peer-reviewed articles, particularly
for junior researchers, has been a challenge,
and the receipt of National Institutes of Health
funding to support the partnership work
heightened this challenge. For the clinic part-
ners, publication, even research, is less of
a priority when faced with budget cuts and
relentless AI/AN health disparities. The
community partners’ goals, however, have
remained largely constant: to foster community-
driven, culturally centered research efforts
that lead to real change and wellness within
their communities. These goals anchor our
work, are shared by all partners, and remain
unwavering.

This article would be not be complete
without referencing the need for community
and clinic partners to take an active role in the
publication process, particularly because of the
importance of publication in providing evi-
dence to decision makers and funders about
the value and impact of a project, ensuring
sustainability, and translating findings to other
communities. Well-written reports from a com-
munity perspective fill a critical gap in the
Indigenous and decolonizing methodologies
literature9 and are critical to eliminating health
disparities.

To this end, we concluded our 2-year ini-
tiative by hosting a large gathering to reflect on
our experiences and prepare this article for
publication. The participatory publication pro-
cess we drew from, in part, is described in detail
elsewhere,35 and the communities also used
traditional practices for “creating medicine,”
a community-identified term for our process of
creating this article together. The community-
generated goal for publishing is to honor the
Native value of sharing knowledge, expressed
as the “Indian way,” and to document tribal
history, articulated by 1 community partici-
pant, “We can publish because it will be
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a record for our relatives, future generations, to
show to them that we cared, that we worked
hard to create a better life for them.”

Conclusions

Despite varying outcomes, all the partici-
pants in this partnership agree that important
steps were taken in building and strengthening
capacity and research infrastructure within all
the partner settings, even if only to further
the conversation on what the value of research
is in tribal communities and clinics and how
it can contribute to improving AI/AN health.
As 1 community participant poignantly
remarked, “This is how academic researchers
end things—they write about them. I’m glad we
are writing about this, but it doesn’t end there.”
Indeed, the communities and clinics continue
to expand and apply many newfound skills
with the goal of improving community health,
and this article is our record that we are
working hard to create a better life for future
generations. j
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