Original Report:

Research Design

THE HEALTHY COMMUNITY NEIGHBORHOOD
INITIATIVE: RATIONALE AND DESIGN

Obijective: To describe the design and
rationale of the Healthy Community
Neighborhood Initiative (HCNI), a multi-
component study to understand and
document health risk and resources in a
low-income and minority community.

Design: A community-partnered
participatory research project.

Setting: A low-income, biethnic African
American and Latino neighborhood in
South Los Angeles.

Participants: Adult community residents
aged >18 years.

Main Outcome Measures: Household
survey and clinical data collection;
neighborhood characteristics; neighborhood
observations; and community resources
asset mapping.

Results: We enrolled 206 participants (90%
of those eligible), of whom 205 completed
the household interview and examination,
and 199 provided laboratory samples.
Among enrollees, 82 (40%) were aged >50
years and participated in functional status
measurement. We completed neighborhood
observations on 93 street segments; an
average of 2.2 (SD=1.6) study participants
resided on each street segment observed.
The community asset map identified 290
resources summarized in a Community
Resource Guide given to all participants.

Conclusions: The HCNI community-
academic partnership has built a framework
to assess and document the individual,
social, and community factors that may
influence clinical and social outcomes in
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INTRODUCTION

African Americans, Latinos, and
adults from other racial/ethnic mi-
nority groups have higher rates and
worse control of chronic condi-
tions such as obesity, diabetes, car-
diovascular disease and stroke than
their White peers and face worse
outcomes from these conditions.'”
Residence in low-income, under-
resourced communities is also asso-
ciated with poorer chronic disease
outcomes.>*!* At the individual
and the community levels, many
shared mechanisms may contribute
to health inequities, among them

lower educational attainment and
income, higher rates of deleterious
health behaviors, poorer access to
health care and health-promoting
resources, lower quality of care, and
chronicstressors.!'"'* There is limited
understanding, however, of the best
strategies for improving individu-
al health outcomes and reducing
health disparities in communities
where physical and social condi-
tions undermine efforts to prevent
and manage chronic conditions.”>""”
An emerging literature suggests that
interventions developed through
community-academic partner-

ships have the potential to translate

a community at high-risk for preventable
chronic disease. Our project suggests

that a community collaborative can use
culturally and scientifically sound strategies
to identify community-centered health and
social needs. Additional work is needed to
understand strategies for developing and
implementing interventions to mitigate
these disparities. Ethn Dis. 2016;26(1):123-
132; doi:10.18865/ed.26.1.123
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evidence into practice to address
health disparities in a manner that
is both acceptable and sustainable in
under-resourced communities.?**

Community-partnered partici-
patory research (CPPR) refers to
partnering with communities to
conduct research’** that facili-
tates knowledge-sharing between
community and academic part-
ners;  incorporates = community
priorities into all phases of re-
search; and builds community and
academic capacity for conducting
partnered research.”*** Although
community-engaged approach-
es show promise for improving
population health and reducing
disparities, there is only limited
evidence on the impact and sus-
tainability of these efforts.?*?*232%3

We present the rationale and
design of the Healthy Community
Neighborhood Initiative (HCNI),
a CPPR project designed to address
health disparities in a low-income
bi-ethnic community in South Los
Angeles (LA). The HCNI employs
shared community and academic
responsibility and authority to
guide the selection, design, imple-
mentation, evaluation, and dissemi-
nation of efforts to intervene on

local health inequalities (Figure 1).

BACKGROUND,
CoNCEPTUAL FRAMEWORK,
AND RATIONALE

In Los Angeles County, African
Americans and Latinos are dispro-
portionately affected by high rates
conditions,

of hazardous social

preventable chronic disease, and
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poor quality of care that contrib-

utes to poor health outcomes.’"*

South LA, an area that is >95%
Latino and African American, has
the highest rates of obesity (37%),
hypertension (32%), and diabe-
tes (11%) in LA County.” In ad-
dition to substantial preventable
chronic disease, the community
also has high rates of behavioral
and social risk factors such as poor
nutrition,” smoking,” sedentary
lifestyle,** low graduation rates,”
and high rates of unemployment,”

37,38

home foreclosure, and crime.”

In response to a series of reports
that highlighted social and health
inequities among African Ameri-
can and Latino residents of LA
County,” a community-academic
partnership was formed to identify
and intervene upon health dispari-
ties in a high-risk neighborhood in
South LA. The collaborative was
formed in 2008 between the Los
Angeles Urban League (LAUL),
Healthy African American Fami-
lies Phase IT (HAAF II), Charles R.
Drew University (CDU), and the
University of California Los Ange-
les (UCLA). Two more academic
institutions—Cedars-Sinai Medical
Center and LA Biomed/Harbor-
UCLA Medical Center—joined the
partnership when the UCLA Clini-
cal and Translational Science Insti-
tute (CTSI) was funded in 2011.

The partners established a mem-
orandum of understanding in 2009
thatoutlined project governance and
procedures; data ownership, sharing
and dissemination; and publication
and presentation policies. All study
protocols, informed consent forms,
data collection instruments, and
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other documents were developed
and revised iteratively during week-
ly or biweekly community-academ-
ic team meetings. The Charles Drew
University human subjects’ protec-
tion committee approved the study.

The co-occurrence of clinical
and social disparities highlights the
need to address the social environ-
ments and physical conditions of
the communities in which people
live, individual risk factors for dis-

We present the rationale
and design of the Healthy
Community Neighborhood
Initiative (HCNI), a
CPPR project designed to
address health disparities
in a low-income bi-
ethnic community in

South Los Angeles.

ease, and the clinical care they re-
ceive in order to influence their
1)4142
Guided by this conceptual frame-
work, the HCNI team identified the

following three aims: 1) to under-

health outcomes. (Figure

stand clinical and social factors that
might be intervened upon to influ-
ence health outcomes in this South
LA community; 2) to examine pat-
terns of chronic condition disease
prevalence and control, biomarkers
of stress and inflammation, and the
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Community Risk Factors

Socioeconomic Environment
o Neighborhood SES
¢ Racial Isolation
o Residential stability
o Service needs
(employment, safety, etc.)

Physical Environment

e Food resources

o Walkability / street design

e Housing quality / type /
density

o Disorder (litter, vandalism,
graffiti, etc)

Individual Risk Factors

Physical Environment
o Depression

Physiologic Response
o Traditional and novel

P!« Social support
e Social cohesion
e Social networks

Behaviors

o Smoking
—»] e Alcohol use

o Physical activity
o Diet

Individual

Characteristics

biomarkers

Health Outcomes:
Mortality
CVvD
Hypertension
Diabetes
Cholesterol
Stroke
Obesity

.

.

.

o Age, gender, race
e Education / income

Medical Care
L p|° Access to care/

Cancer

insurance
e Quality of care

Figure 1. Healthy Community Neighborhood Initiative conceptual framework

relationship of biomarker levels to
clinical and social outcomes; and
3) to engage community residents,
agency representatives, and other
stakeholders in collaborative data
analysis, interpretation, and dissem-
ination in order to set priorities for
future intervention development.

METHODS

The systematic data collection
included a household survey and
clinical assessment, neighborhood
observations, and a community
asset map. In recognition of prior

Ethnicity & Disease, Volume 26, Number 1, Winter 2016

evidence of earlier health deteriora-
tion among African Americans and

Latinos,*

we incorporated survey
and clinical measurements of geri-
atric syndromes and functional sta-

tus among residents aged >50 years.

Recruitment

Eligibility was determined by
study interviewers trained to screen
participants in a linguistically and
culturally appropriate manner and
to sensitively and accurately as-
sess their understanding of the re-
search. Eligible participants were
aged >18 years or an emancipated
minor; English or Spanish speak-

ing; and residents of the commu-
nity and planned to remain in the
community for the next 12 months.
Between May 2012 and December
2013, we identified residents us-
ing publicly available listings and
recruited participants using mail-
ers, flyers, links on community
websites, and through word-of-
mouth, door-to-door visits, and
presentations at community health
fairs, churches, telephone town hall
meetings, and on radio broadcasts.*

Household Survey

The household survey, conduct-
ed either in the participant’s home
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or at a community partner site,
included three components: the
adult interview, the health screen-
ing, and laboratory data collection.

Adult Interview

This face-to-face interview lasted
approximately 60 minutes and in-
cluded questions on: demographic
around

characteristics; concerns

employment, education, safety,
housing, and discrimination; clini-
cal factors including medical con-
ditions, health status, experience
of care, health habits, and neigh-
borhood perceptions. Most survey
items were obtained from validated
instruments. Because the study team
was unable to find extant surveys
that adequately captured the unmet
social needs related to interventions
and the expertise of the community
partners, the partners developed a
set of questions on this topic. Un-
met clinical and social needs iden-

tified during the interview were

flagged, referrals made to the appro-
priate health and social services, and
follow-up of these concerns tracked
within the study. We enrolled up
to three adult residents from each
household. To account for multiple
participants within a household,
we will include a household-level
random effect in multivariable re-
gression models that use these data.

Household Health Screening
Physical Examination

The household health screen-
ing included measurement of par-

height,

45

waist
46

ticipants’ weight,
circumference,” blood pressure,
and heart standard-

ized manner consistent with pri-

rate in a
or studies. For participants aged
>50 years, we also measured grip
strength?” and timed chair stands.*®

Household Collection of
Laboratory Data
For all participants, a trained

nurse or phlebotomist performed
a fingerstick to obtain bloodspots
for hemoglobin (Hb), hemoglobin
Alc (Alc), and C-reactive peptide
(CRP). We used a CardioCheck
PA  machine
ogy Systems, Inc., 2010) to mea-

(Polymer Technol-

sure a non-fasting lipid panel.

Selected results from the clinical
examination and point of care labo-
ratory tests were recorded on a form
for the participant with an explana-
tion of the test and reference values.
The participants received brief coun-
seling about their findings at the end
of the visit. The other blood spots
were sent to an outside laboratory.
A letter containing an explanation
of the test results and reference val-
ues was sent to the participant, with
a duplicate copy to share with their
health care provider if requested.

Payment for Participation

Participants received a $25 gift
card for completing the baseline in-

Table 1. Household survey, interviews and clinical examinations

Participants, n (%)

Unique households, n (%)

Participants/households screened for eligibility 258 193
Ineligible 29 (11) -
Eligible 229
Eligible but refused 23 (10) -
Enrolled participants® 206 (90) 144 (75)

Household survey and laboratory data for enrolled participants 206

In-home adult interview 206 (100) -
Physical examination 205 (99) -
Complete laboratory data (lipids, A1c, CRP, total hemoglobin)® 189 (92) -
Partial laboratory data (A1c, CRP, total hemoglobin)® 10 (5) -

Functional status tests for participants > 50 years: 82

GCrip strength completed 81 (99) -
Chair stand completed 71 (87) -
Unable to perform chair stand due to physical inability 8 (10) -
Unable to perform chair stand due to household conditions 1(1) -
Refused or missing chair stand measurement 2 (2) -

a. In-home survey is a 60-minutes face-to-face interview, household health screening includes anthropomorphic, blood pressure measurements and laboratory data col-
lection includes lipids, CRP, A1c, total hemoglobin measurements.
b. Refused (n=7), could not complete laboratory data collection for lipids due to mechanical problems (n=6) or insufficient sample (n=4).
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terview and another $25 gift card
for participation in the combined
examination and laboratory phases
of the study. Each participant also
received a gift bag that included
Guide
Certifi-

cates of Completion and a note

a Community Resource
and health-related items.

of thanks were sent to all partici-
pants on behalf of the study team.

Neighborhood Observations

To document residential neigh-
borhood physical and social envi-
ronments, we created a database of
the street segments where HCNI
participants resided.”** Each street
segment spanned both sides of the
street from one intersection to the
next. Each team member completed
a half-day training session, led by a
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graduate student with expertise in
urban planning. We modified stan-
dardized protocols for the train-

450 Each rating team recorded

ings.
the characteristics of each street
segment. The test-retest reliabil-
ity statistics (Kappa) for a random
10% sample of street segments,
with two selected teams rating

the same street segment within an

Table 2. Characteristics of HCNI participants

Demographic characteristics
Age, years®
18-24
25-44
45-64
265
Sex”
Female
Race/Ethnicity ®
African American
Latino
Other race/ethnicity
High school graduate®
Marital status® ©
Married/living with partner
Widowed/divorced/separated
Never married
Language spoken at home?
English
Spanish
Other languages
Household size, persons,?
Employment status®
Full time/part time/self-employed
Unemployed/other®
Chronic conditions (self-report)’
High blood pressure
Asthma, CLD, emphysema
Diabetes
Body mass index’
Obese (>30)

HCNI Participants Total, N=206

Community characteristics® 4

%, Mean (SD) %
20 19
40 28
29 38
11 15
71 55
75 67
25 25
0 8
77 80
34 31
24 23
42 46
79 62
21 31
0 7

3.3 (1.88) 3.2
37 53
63 47
39 33
14 11
14 9
53 34

a. Source: 2012 Census Bureau American Community Survey Census Tract.

b. Source: 2011-2012 California Health Interview Survey Neighborhood Edition for the zip code.

c. Marital status estimates for community characteristics include residents aged >15 years.

d. Source: 2010 Profile of General Population and Housing Characteristics: 2010 Demographic Profile Data.
e. The other category includes respondents not considered part of the labor force (students, homemakers, disabled adults, and retired workers).
f. Source: 2011-2012 California Health Interview Survey for the health district.
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Table 3. Neighborhood characteristics obtained from street segments observed

Street segments observed, n
Observers, n

93
6

Streets segments observed per observer (range: 11 - 62)

Mean (SD)
Median (IQR)
Total person days in field®
Days in field per observer, mean (SD)

Residents per street segment (range: 1 —9)

Mean (SD)
Median (IQR)
Kappa statistic between rating teams®

37 (20.2)
32 (28, 52)
28
5.6 (2.7)

2.2(1.6)
2(1,3)
.843

a. Days in field ranged from 4 to 7 hours.

b. Reliability test of a random sample of 10% (n=10) street segments for components of disorder scale
(abandoned cars, garbage, drug paraphernalia, beer bottles, cigarettes, graffiti, and painted over graffiti).

8-week time period, was calculated.

Teams obtained information on
the condition and quality of the
following neighborhood character-
istics: housing, street, sidewalks,
overall aesthetics, traffic conditions,
access to recreational facilities, other
amenities, and physical disorder.”
A composite physical disorder scale
was constructed using seven items:
abandoned cars, garbage, drug par-
aphernalia, beer bottles, cigarettes,
graffiti, and painted over graffiti.”?
Spatial analyses were conducted us-
ing ArcGIS software (ESRI ArcGIS
Desktop Redlands, CA Environ-
mental Systems Research Institute)
to geocode the residential street seg-
ments of HCNI participants and as-
sign neighborhood characteristics.

Community Asset Mapping

The community asset map char-
acterized local resources in order to
link residents to needed health care
and social services. The study team
systematically updated resource lists
previously collected by the commu-
nity partners and determined the
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appropriateness of services for resi-
dents based on their health care and
social service needs. The community
asset map incorporated information
on locally available health care re-
sources, social services, recreational
facilities, and the food environment.

Training and Mentoring

The study team placed special
emphasis on training of team mem-
bers and mentoring of students
as a means of building both com-
munity and academic capacity for
partnered research. All study per-
sonnel were IRB-certified for hu-
man subjects research and study
participant  confidentiality. = Staff
received training in the clinical
examination, use and care of the
equipment, collecting data in a re-
spectful, accurate, and minimally
invasive manner; cultural compe-
tency; and personal safety when
conducting community research.
Study team members also mentored
nursing, medicine, and social work
graduate students and post-doctor-

al fellows from CDU and UCLA.
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Collaborative Data Analysis

University-based programmers
and analysts worked with the study
team to clean, review, and sum-
marize data and respond to the
questions posed at team meetings.
To date, we have conducted part-
nered descriptive analyses of data

household
clinical data, neighborhood ob-

from the interviews,

servations, and community assets.

RESULTS

Among the 258 adults screened
for eligibility, 29 (11%) were ineli-
gible because they resided outside
the study boundaries. Of the 229
eligible participants, 23 (10%) re-
fused participation and 206 (90%)
enrolled in the study. All 206 en-
rolled participants completed the
interview; 205 (99%) completed
the physical examination; and 199
(97%) completed the laboratory
examination. Among enrollees, 82
(40%) were aged > 50 years and
thus eligible for the functional sta-
tus measurement; however, 8 par-
ticipants (10%) were unable to per-
form the chair stand and another
participant (1%) declined to par-
ticipate in the chair stand (Table 1).

Characteristics of the Enrolled
Participants Compared with
Surrounding Regions

Table 2 compares demographic
and limited clinical characteristics
of participants in the recruited sam-
ple with residents of the surround-
ing community using data obtained
from administrative sources, includ-
ing 2012 US Census Bureau Ameri-



can Community Survey census tract
data; the 2011-2012 California
Health Interview Survey (CHIS)
health district data; and 2011-2012
CHIS Neighborhood Edition data.

Neighborhood Observations

The observers reviewed 93 street
segments, with a mean of 37 street
segments per observer. On aver-
age, 2.2 (SD=1.6) study partici-
pants resided on each street seg-
ment reviewed. A reliability test
of a random 10% sample of street
segments found high inter-rater re-
liability between the two selected
rating teams for the seven physi-
(Kap-
pa=.843). Each observer spent an
average of 5.6 days (SD=2.7) in
the field and day length ranged

from four to seven hours (Table 3).

cal disorder components

Community Asset Map

The community asset map iden-
tified 290 resources in 10 categories
that were reviewed and summarized
in a Health, Wellness and Commu-
nity Resource Guide by study team
members (Table 4); (https://court-
neyrporter.uberflip.com/i/326031).

CONCLUSIONS

The HCNI

built a framework for partnered

partnership  has

research to address health dispari-
ties in a community with high rates
of preventable chronic disease and
many social risks. We first devel-
oped a baseline assessment that
tailored clinical research methods
to the needs of this community.
The results presented here demon-
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Table 4. Categories of neighborhood asset mapping

Category

Content

Los Angeles County general contacts

Elected officials
Los Angeles county hotlines
Los Angeles fire and police departments

Health and wellness resources

Los Angeles Urban League health programs
Health centers/clinics, hospitals

Trauma centers, emergency departments, Urgent
care units

Mental health/counseling
Chronic conditions
Kidney disease

Dental

Smoking cessation

Faith-based organizations

African American Churches, Latino/Hispanic
Churches

Food and nutrition

Grocery stores
Farmers” market

Fitness and recreation

Gyms/fitness clubs
Parks and recreation

Senior resources

Senior centers

Youth and parenting assistance

Parenting

Child abuse
Legal aid

Legal aid agencies
Education

Adult school and mentoring/tutoring centers

Employment and financial assistance

Financial aid
Job assistance

Housing

Housing assistance and emergency shelter

Neighborhood hazards

Liquor stores, massage parlors, sex stores/stores that
sell pornography, bars

strate the feasibility of partnering
in order to bring both community
and academic expertise to bear on
the most salient problems affecting
these communities. Analyses will
be conducted separately for each of
the data collection efforts and inte-
grated into a uniform multifaceted
description of the community that
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can be used to design meaning-
ful and acceptable interventions.

This study has some potential
limitations. We are focused on a
small geographic area that may not
be representative of South LA over-
all, and the study includes a rela-
tively small number of participants.
This is an area, however, with his-
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torically low rates of participation
in clinical research, and our study
suggests that it is feasible to identify
and recruit study participants for
health research in this community.
Once enrolled, participants had
very high rates of completion of all
components of the study.* We also
recognize that some groups within
the community were under-repre-
sented, notably older Latino men.
The study team is working to devel-
op new approaches to outreach and
recruitment of older Latino and Af-
rican American men. An additional
concern is that chronic conditions
were self-reported and may have
been under-, over-, or mis-diag-
nosed. We did not have resources
to compare self-report to medical
record data; however, we selected
survey items that were shown to
have good concordance with the
medical record in prior studies.”

Findings from this research will
be used to develop community-part-
nered interventions. With experien-
tial and measurement competence
from community and academia, we
will identify and develop specific
patient-centered and community-
feasible strategies for ensuring that
residents—those at risk for pre-
those with

ventable disease and

treatable chronic conditions—re-

ceive services and care needed
to optimize health outcomes.
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