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Abstract

Background—Dissemination is a principle within community-based participatory research
(CBPR); however, published research focuses on the dissemination of findings from CBPR
projects but less on dissemination of interventions developed through CBPR approaches. To
disseminate an evidence-based lifestyle intervention tailored for Native Hawaiians and Pacific
Islanders, the PILI 'Ohana Project (POP), an 11-year CBPR initiative, developed an innovative
dissemination model.

Objectives—The Community-to-Community Mentoring (CCM) model described in this paper
extends the application of CBPR values and principles used in intervention development to
intervention dissemination.

Methods—The CCM model combines a CBPR orientation with the Diffusion of Innovation
Theory, the Social Cognitive Theory, and key concepts from community organizing and
community building to address the multilevel factors that influence uptake of an evidence-based
intervention. Grounding the model in CBPR principles provides benefits for intervention
dissemination and integrates a focus on community benefits and capacity building.

Conclusions—BYy establishing co-equal, mutually beneficial relationships at the core of the
CCM model, opportunities are created for building critical consciousness, community capacity,
and social capital. More research is needed to determine the effectiveness of this model of
intervention dissemination which may enhance diffusion of CBPR interventions and empower
communities in the process.

Broad dissemination and implementation of evidence-based interventions (EBIs) established
through scientific research can improve the overall health of a population. However, there

exists a chasm between scientific discoveries and their translation into real-world settings.12
For example, Westfall, Mold, & Fagnan (2007) estimated that only 14% of research findings
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are actually used in clinical practice, and that it takes an average of 17 years for them to be
implemented.3

A substantial challenge to the adoption and implementation of EBIs is the lack of diversity
in the study samples, which minimizes generalizability to and applicability of EBIs in
diverse groups (e.g., ethnicity, socio-economic status (SES), and co-morbidity).2 It is well
established that sociocultural and socio-economic barriers increase the risk for chronic
diseases, but people who are most impacted by these conditions are often underrepresented
in efficacy research. 48 In order to address some of these challenges in the translation of
research to practice, among other reasons, intervention researchers have turned to
community-based participatory research (CBPR).

CBPR is an orientation to research that equitably involves all partners in every aspect of the
research process.11 Through the establishment of mutually beneficial and trusting
relationships based on shared ownership, decision-making, and resources, CBPR helps to
balance power between community and academic partners. By partnering with communities
throughout the research process and confronting a need important to the community, CBPR-
guided studies are positioned to enhance the relevance and usefulness of research and bridge
the cultural gaps that may exist between partners.® Establishing trust and equal partnerships
is particularly important among communities that have been harmed by research in the past
(e.g. indigenous, minority, and/or other marginalized populations).

The CBPR orientation is characterized by a set of evolving key principles: 1) recognizing
community as a unit of identity; 2) building on strengths and resources within the
community; 3) facilitating collaborative partnerships in all phases of the research; 4)
integrating knowledge and action for mutual benefit of all partners; 5) promoting a co-
learning and empowering process that attends to social inequalities; 6) involving a cyclical
and iterative process (vs. a linear process); 7) addressing health from both positive and
ecological perspectives (e.g., focus on assets); and 8) disseminating findings and knowledge
gained to all partners, 9 P- 178-180

Dissemination is included as a principle within CBPR, but dissemination strategies vary
widely and there is a dearth of literature on dissemination of interventions developed using a
CBPR approach.!! In a 2010 review of published research studies meeting a strict criteria
for inclusion as CBPR, Chen, Dias, Lucas and Rosenthal found that, while dissemination of
CBPR research is occurring, only 21 of 101 studies included in their review evaluated an
intervention. Furthermore, only 33% of these (7 articles) included information on how they
disseminated information and knowledge gained. 11 Of those seven articles, just one stated
that the intervention was disseminated to another site. 11 This review suggests that although
dissemination is valued, there remain substantial barriers to dissemination and variations in
how this CBPR principle is applied across studies. 11 One potential approach to promoting
wider dissemination of CBPR guided EBIs is through the development of CBPR grounded
dissemination models.

The objective of the paper is to describe a model that extends the application of CBPR
values, principles, and practices used in intervention development to intervention
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dissemination. In doing so, we describe the development of a novel, theory-driven, CBPR
grounded dissemination model that was used to guide the efforts of the Partnerships to
Improve Lifestyle Interventions (PILI) 'Ohana Project, an 11-year CBPR initiative to
eliminate obesity disparities in Native Hawaiians and Pacific Peoples (e.g., Samoans,
Chuukese, Filipinos). We first briefly describe the PILI 'Ohana CBPR partnership and its
progress from intervention development through planning for dissemination as background.
We then describe the process of developing and testing the model, which is designed to
capitalize on the social capital and capacity already built amongst the founding partners
while extending that social capital and capacity to new community-based organizations that
might uptake the intervention. Finally, we describe the conceptual foundations and the
essential elements of the model.

The PILI 'Ohana Project

In Hawai'i, Native Hawaiians and other Pacific Peoples (NH/PP) have among the highest
overweight/obesity prevalence (76-80%) compared to Caucasians (55%) and Japanese
(46%). This contributes to higher rates of obesity related diseases (e.g., cardiovascular
disease and diabetes mellitus) among NH/PP compared to other ethnic groups.12-13 In 2005,
to address obesity and obesity-related disparities experienced by NH/PP in a culturally
respectful and scientifically sound way, the PILI '‘Ohana Project (POP) was formed. The
founding partners include the University of Hawai'i Department of Native Hawaiian Health
and four community-based organizations (CBOs) that serve NH/PP. Each of the founding
CBOs is represented by a community investigator (CI) who serves on the Intervention
Steering Committee (ISC) for the project, along with the principal investigator and project
coordinator from the University of Hawai'i (see Table 1; founding CBOs listed as “Mentor”
in Table). For more detailed information on the program partners and structure, refer to
Nacapoy and colleagues (2006).14 The ISC meets on a monthly basis and to plan, direct, and
discuss the activities of the POP.

Despite being disproportionally burdened by overweight/obesity and obesity-related
diseases, NH/PP are underrepresented in intervention efficacy research. The POP helped to
address this imbalance by designing, developing, and testing the PILI 'Ohana Lifestyle
Program (PLP). The PLP is a community-led, healthy lifestyle EBI culturally tailored for
NH/PP to promote weight loss and weight loss maintenance. For additional details on the
PLP, see Mau and colleagues (2010) and Kaholokula and colleagues (2012).15-16 The PLP
was found to be effective in a randomized controlled trial and the POP's focus turned to
dissemination. 1516 However, a dissemination model or framework was needed to guide
these efforts.

Development of a CBPR Guided Dissemination Model

In formulating the dissemination strategy for sharing the PLP with a broader number of
NH/PP communities across Hawai'i, several different dissemination frameworks were
examined (e.g., Health Promotion Research Center Dissemination Framework, A
Conceptual Model for the Diffusion of Innovations in Service Organizations, Interactive
Systems Framework, Policy Framework for Increasing Diffusion of Evidence-based
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Physical Activity Interventions).17-20 However, none of the models met the objectives of the
POP which had a dual focus of disseminating the CBPR guided intervention, while
simultaneously building capacity in a way that empowers and directly benefits the
participating CBOs. Therefore, the POP developed the Community-to-Community
Mentoring (CCM) model, an innovative dissemination model that capitalized on the capacity
they developed throughout their long standing CBPR partnership. The CCM model utilizes
CBPR principles to orient an approach to dissemination with two objectives; (1) effectively
disseminating EBIs while (2) building organizational and community capacity to create
sustainable changes required to improve the health and well-being of participating
communities.

The primary source of funding for the planning, development, and testing of the PLP was the
National Institute of Minority Health and Health Disparities (NIMHD). In anticipation of
another grant opportunity from NIMHD focused specifically on dissemination, the POP
conducted a pilot dissemination project with sponsorship from the Office of Hawaiian
Affairs (OHA), an autonomous public agency whose primary responsibility is to improve the
well-being of Native Hawaiians. The project was approved by the institutional review board
of the University of Hawai'i at Manoa.

The CCM model guided the four founding POP community partners (i.e., POP Mentors)
who provided mentorship and support to five other NH/PP serving CBOs (i.e., POP
Mentees) in their adoption, implementation, and maintenance of the PLP. The Mentors
represent four distinct community organizations. They were encouraged to identify new
CBOs who were interested in adopting and implementing the PLP from within their
organizational affiliations, and most Mentees were identified in this way. However, there
were two cases in which the Mentor and Mentee pair had different affiliations (e.g., a Native
Hawaiian Health Care Systems affiliate was the Mentor for a Hawaiian Homestead). New
CBOs were either contacted directly by a Mentor or referred to a Mentor after they had
communicated their interest in the program to the POP principal investigator. Table 1 lists
the founding CBOs who serve as Mentors in this model and their respective Mentees as well
as characteristics and match factors. Examples from the POP pilot dissemination study will
be used to illustrate certain aspects of the CCM, but the focus of the following sections is to
describe the theoretical foundations of the CCM and to outline how they are reflected in its
major components.

The Conceptual Foundations of the CCM Model

Disseminating and implementing effective, health promoting EBIs involves understanding
health behavior change and factors related to the adoption of an innovation at the individual-
level (e.g., personal values and outcome expectations), interpersonal-level (e.g., role
modeling and positive social reinforcement), and macro-level (e.g., organizational
policies).2! As such, the CCM strategies are informed by empirically-supported theories of
decision making, behavior change, and community engagement. A multilevel perspective
involves using several theories that can explain or affect community change. 22 Specifically,
the CCM model combines elements of the Diffusion of Innovations Theory23 (DIT), the
Social Cognitive Theory2 (SCT), and key concepts that are common to community
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organizing and community building?® processes and practices. The blend of a CBPR
orientation with these theories and concepts creates the foundation for a dissemination
strategy that builds on community strengths, while simultaneously strengthening the
community.

The DIT emphasizes the need to plan for the active dissemination of innovations from the
beginning as a way to guide the transfer of effective programs into practice. The overall
intent is to influence attitude and behavior change at the macro-level.23:26 Dissemination is
defined within DIT as the planned and systematic effort designed to make an innovation
more widely available.2? Diffusion is the outcome of dissemination and occurs when an
innovation is “communicated through certain channels over time among members of a social
system.”23:27 The main elements that influence the uptake or pace of diffusion of an
innovation include the characteristics of the innovation, characteristics of the adopters, and
features of the setting or environmental context. Key characteristics of the innovation that
influence diffusion of an innovation are outlined in Table 2. These factors are prominent in
the CCM model's innovation component (i.e., the EBI developed through a CBPR approach)
and are optimized by the model's CBPR foundation and the mentoring relationship.

The SCT emphasizes learning and knowledge acquisition through the observation of
credible others or models at the individual or organizational-level and the development of
self-efficacy.28 Peer modeling is an established method used to influence a person's
behavior. It is most effective when the observer sees commonality between themselves and
the model.28 Se/f-efficacy is also a critical concept within SCT because the presence or
absence of self-efficacy can influence the observer's performance of the modeled behavior. If
a person has confidence that they can enact the change that is being promoted, that belief
can help them achieve the change they are trying to make. 28 The SCT is the major theory
underlying the mentoring relationship in the CCM model as well as many key constructs in
the model. Definitions are listed in Table 2.

Finally, CBPR has theoretical roots that overlap with community organizing and
community-building paradigms.2>-2? Similar orientations toward social action, community-
building, and social justice are common to both ideas. While no single model incorporates
the different organizing and community-building approaches, there are key concepts that are
shared, such as empowermentand critical consciousness.>® Through CBPR, these concepts
are operationalized in a research context and inform the CCM model (see Table 2).

Elements of the CCM Model

The CCM uses a CBPR approach applied to EBI dissemination research. It does this through
nesting the dissemination of innovations (in this case the EBI) within a CBPR orientation.
The EBI is disseminated to new communities through the establishment of a mentoring
relationship. Mentors contribute training, guidance, and support in implementing the EBI
and Mentees contribute expertise on their community and possible adaptations to the EBI
that could improve the effectiveness within their community. The mentoring relationship
gives the Mentees an opportunity to engage in observational learning and provides credible
role models (i.e., the Mentors) for the Mentees. The Academic Partner is still present, but
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has a limited role because the Mentors have built their capacity for leadership and expertise
on the implementation of the EBI through their own experience as part of the CBPR
approach used in intervention development. Figure 1 depicts the CCM model and the
contexts in which it operates. There are four major components of the CCM model, which
include: 1) the context; 2) the CBPR principles; 3) the partnerships; and 4) the innovation.
Table 3 provides examples of the interaction between the theories and model components.
Each component is discussed below in more detail.

Context

Context, as indicated in the DIT, is critical to the effective dissemination and eventual
diffusion of an intervention.18:23.27.30 |n the CCM model, context refers to the environment
in which the innovation, partnerships, and organizations are operating. It includes different
dimensions that are not limited to socio-economic, political, cultural, and geographical
contexts. Some dimensions of the environment may be similar between Mentors and
Mentees, such as geographic locations, cultural elements tied to place, and/or the ethnic mix
or SES of the communities they serve. These similarities would fall into the shared context
component of the CCM model.

The shared context is emphasized in this model because of efforts to match Mentors and
Mentees with similar attributes (e.g., type of CBO, mission, ethnicity or SES of population
served). Similarities across organizations could ease communication and facilitate trust
through a better understanding of each other's perspectives, needs, and challenges. Pairing
organizations in this manner is intended to enhance the compatibility (also a key factor of
DIT) of the intervention and establish the credibility of the mentoring organization. Other
aspects may be different between the Mentee and Mentor. Those aspects would fall into the
wider environment context of the model, which may also influence the success of the
dissemination effort.

CBPR Approach

The CCM model is nested in a CBPR approach and relies on the guiding principles of
CBPR.? One way in which the dissemination of interventions created in a CBPR context is
unique is that the “developers” of the innovation are not separate from the “users” as in
existing dissemination models.1718:31.32 \Wjithin CBPR, the community is involved in a co-
equal partnership from the initiation of the project; therefore, they are both the developer and
the user of the innovation. As a consequence, the potential users of an innovation are
actively involved during each phase of development.

In addition, the CBPR approach emphasizes communication as a bi-directional and
foundational part of dissemination. The bi-directional lines of communication within the
relationship facilitate trust, co-learning, and community-relevant adaptations to the
innovation being disseminated. These ongoing conversations allow for possible adaptations
to the EBI that may influence the sustainability of the intervention within an organization
and make it more effective within the communities it serves. See Table 3 for additional
examples of the way in which CBPR principles provide a framework for the model
components.
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Partnership

The mentoring partnership within the CCM model is the focal point of the dissemination
strategy, is based on core principles of CBPR, and is guided by observational learning. 924
The establishment of mentoring partners is a strategy that strengthens social networks,
which may ultimately build social capital and community capacity.?® Fostering partnerships
and extending networks may impact community capacity by expanding potential resources
to address shared social problems. 2> The mentoring relationships are between the Mentors
(i.e., founding community partners), Mentees (i.e., new CBOs), and Academic Partner.

Mentors are community partners who are seasoned in the CBPR approach and deeply
familiar with the intervention. They provide support, guidance, and training for the new
organizations. The Mentor organization has developed the capacity to successfully make a
change (i.e., the ability to implement the EBI and comprehensively integrate the principles
of CBPR), and they now have the ability to be the model of the change.2® In addition,
because of their close connection to the communities they serve, they are positioned to be
credible role models for others seeking to build their own capacity to engage in research and
implement EBIs. The Mentee might be more inclined to adopt and implement a program that
a similar organization (i.e., their Mentor) has successfully implemented.

The Mentee organizations observe their Mentors when determining their outcome
expectations (or expectancies) for implementing an EBI. 28 Mentee organizations may be
more likely to have positive outcome expectations, and therefore be more likely to
implement an EBI, if they perceive the Mentor organization as having achieved something of
value. Building the capacity of the organization to provide health promotion programs or
being recognized for their work are examples of possible valuable outcomes.

Mentee organizations also bring their own strengths and resources to the partnership. In the
CCM model, the Mentee CBOs' responsibilities are to adopt, adapt, implement, and
hopefully sustain the intervention. Due to the distinct characteristics of the CBOs, these
goals will be achieved in different ways for individual organizations. Dissemination of the
intervention to new communities is approached from the perspective that Mentee
organizations are experts of their communities. Each CBO has the autonomy to define their
community and make adaptions to the intervention, with certain cautions regarding changes
that may significantly impact the effectiveness of the EBI. These adaptations may be
necessary steps that allow them to implement the intervention, but also respond
appropriately to the reality of their wider environment (i.e., those contextual elements that
are not shared with their Mentor and are often outside of their direct control). In this way,
the Mentees are not passive recipients of an EBI, but are engaged participants and expected
to make contributions to the intervention that make the program relevant to their specific
communities. This aspect reflects the participation/relevance concept in community
organizing/community building, whereby communities are engaged in identifying their
needs and work to implement their own plan of action.2®

The Mentee organizations receive support in EBI implementation through what is described
in the SCT as facilitation.?8 Facilitation is provided by the Mentor in the form of training,
resources, and other available assistance (e.g., provision of curriculum materials, one-on-one
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facilitator training, consulting on recruitment or retention strategies). Facilitation can lead to
increased collective efficacy, which is a concept similar in function and process to self-
efficacy, but on a group-level. 28:33 By being supported through the change process, the
Mentee builds confidence that their organization can address the health needs identified in
their community, which may increase organizational capacity as well as community
capacity. This is particularly critical for health interventions that are adopted and
implemented by CBOs that are not necessarily identified as health-oriented organizations.

The role of the Academic Partner in the CCM model is central, but less prominent because
the expertise around adoption, implementation, and sustaining the intervention is primarily
in the hands of the community partners and executed at the community-level. The Academic
Partner's role is predominantly technical assistance, which may include some formalized
training on the intervention, data analysis, or administrative project support. Studies on
dissemination within a CBPR context have found that dissemination can help reinforce and
maintain relationships between academic and community partners.11:30 The Academic
Partner benefits from the dissemination of the intervention, data sharing, and relationships
built with the communities.

The mentoring activities in this model are not prescriptive. Using the POP experience as an
example, Mentors provided support and guidance through a variety of modes, including but
not limited to regular consultations, material support (e.g., providing incentives or copies of
the curriculum for participants), and assistance with problem solving in situations around
follow-up or recruitment. Mentors assisted with training by inviting Mentees to observe their
staff facilitating an intervention lesson or by helping with the baseline assessment and
modeling data collection, so that the Mentee could conduct the follow-up assessments
independently.

In regards to DIT, the innovation is the new intervention or the change that is being
introduced.2327 The main feature of the innovation, the EBI in the CCM model, is that it is a
product of a CBPR orientation. To clarify, it is not simply the intervention that is the
“innovation,” but also the application of CBPR in the development of the intervention and
the resulting capacity. The innovation can be an intervention related to a variety of health
topics and can be a program, policy, or another form of new knowledge, but a critical feature
is that it emerges out of community interest and participation. Using the POP experience, the
formation of the CBPR partnership to address the problem of obesity is an example of the
concept of critical consciousness.?> 1dentifying an issue they perceive to be a detriment to
the communities in which they live and work was the initial step in solidifying the
communities’ commitment to take action that would positively impact their health status.
Thus, the intervention created through partnerships embodies community values,
communicates community concepts of health and well-being, addresses community needs,
and builds community capacity to make change.

The healthy lifestyle intervention developed by the POP includes culturally relevant
references to foods and activities and incorporates discussions about how to successfully
implement behavior changes within the family and community context, topics that were
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gleaned from focus groups conducted with community members. In these ways, the
intervention attempts to address some of the cultural and contextual factors, which has been
recognized as one of the benefits CPBR offers to intervention research.3* Furthermore, the
intervention was tested through a randomized control trial and found to be effective with
NH/PP.16

The development of the PLP through a CBPR approach illustrates a key factor identified in
the DIT, the characteristics of the innovation. Innovation attributes that could influence the
diffusion of an innovation include refative advantage, compatibility, complexity, trialability,
and observability.?8 The consideration of cultural and contextual factors in a scientific study
may be seen by potential adopters as a relative advantage, if adopters have not previously
come across an EBI that was culturally tailored and community-based. In addition,
compatibility is high when the innovation, or in this case the intervention, is designed with
the target community in mind, because the main elements address the needs expressed by
the community members. Implementing an EBI that is facilitated through mentoring
partnerships may minimize the influence of the three latter factors because of the support
offered. Specifically, the mentoring aspect improves the likelihood that a new CBO will
implement a complex intervention. In addition, the Mentee has opportunities to observe the
Mentor's successful outcomes (e.g., successful intervention implementation and
improvements in health outcomes of participants).

Conclusion

The CCM model is a promising approach to the dissemination of EBIs that emerge out of a
CBPR project. The model is theory-driven and includes attributes (e.g., compatibility,
consideration of environment/context/setting, communication channels, strong links or
networks) that have been cited by other researchers as influential to the pace and uptake of
an intervention.17:18.23.27 The key CBPR principles also provide a framework that can
enhance these critical attributes.

Preliminary results of the POP suggest that the model is helpful in achieving good adoption,
implementation, and retention. In the pilot study, all five of the new community partners
adopted and implemented the program and reached their target enroliment goals. While the
analysis is still being finalized, the initial assessment of the data suggests the few
organizations that modified the intervention by abbreviating the schedule, while conducting
all the lessons, had weight loss comparable to groups that followed the standard schedule.
There were few adaptations to the protocol among the Mentees, but some minor
enhancements were added. For example, two groups created social media profiles (i.e.,
Facebook) for participants to share class information, healthy lifestyle tips, or related news.
Within the span of a year, the POP doubled the number of communities that implemented
the intervention. We are currently in the midst of a NIMHD-funded dissemination study
guided by our CCM model that targets a larger number of potential Mentee communities
(i.e., communities served by Hawaiian Homesteads, Hawaiian Civic Clubs, community
health centers, and Native Hawaiian Health Systems).
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The CCM model extends the key principles of CBPR throughout the process of EBI
dissemination by establishing co-equal, mutually beneficial relationships at its core. By
strengthening social networks and positioning CBOs as leaders and Mentors, opportunities
are created for building critical consciousness, community capacity, and social capital. More
research is needed to determine the effectiveness of this model of intervention dissemination
which may enhance diffusion of CBPR interventions and empower communities in the
process.
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Table 2
Definitions of Key Factors from the Major Theories that inform the CCM Model:
Diffusion of Innovations Theory?’, Social Cognitive Theory28 and Key Concepts in
Community Organizing/Community Building?®
Theory Key Factors Definitions

Diffusion of Innovations Theory?” Pg
319 -320

Relative advantage

An innovation will only be adopted if it is seen as better than the idea,
product, or program it supersedes

Compatibility Innovations that are compatible with the intended users' values, norms,
beliefs, and perceived needs are more readily adopted

Complexity Innovations perceived as easy to use are more likely to be adopted,
whereas more complex innovations are less successfully adopted

Trialability Innovations with which the intended users can experiment on a limited

basis are adopted and assimilated more easily

Observability

If the benefits of an innovation are easily identified and visible to others,
it will be adopted more easily

Social Cognitive Theory? Pg 171

Observational Learning

Learning to perform new behaviors by exposure to interpersonal or
media displays of them, particularly through peer modeling

Outcome Expectations

Beliefs about the likelihood and value of the consequences of behavioral
choices

Self-Efficacy

Beliefs about personal ability to perform behaviors that bring desired
outcomes

Collective Efficacy

Beliefs about the ability of a group to perform concerted actions that
bring desired outcomes

Organizing/Community Building?® Pg
294

Facilitation Providing tools, resources, or environment changes that make new
behaviors easier to perform.
Key Concepts in Community Empowerment Social action process for people to gain mastery over their lives and the

lives of their communities

Critical Consciousness

A consciousness based on reflection and action in making change

Community Capacity

Characteristics of a community affecting its ability to identify, mobilize,
and address problems

Social Capital

Relationships between community members including trust, reciprocity,
and civic engagement

Participation/Relevance

Community organizing should “start where the people are” and engage
community members as equals.

All definitions included in Table 2 are directly quoted from cited sources.
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Table 3
Examples of Interactions Between Foundational Concepts within the CCM Model

Theories/Key Concepts

Community Organizing &
Community Building

Model Components | Diffusion of Innovations Social Cognitive Theory

CBPR: Consideration of the context demonstrates the recognition of community as a unit of identity, which may shape how
Mentees adapt the innovation/intervention.

Context Matching the mentors and mentees Because the organizations have a Mentees have agency and can
creates some shared context. When the shared context, Mentors are credible adapt their program to their
features of the setting are similar it can role models that are familiar with some | unique context (wider
influence uptake of the innovation. of the needs and challenges their environment) and needs of the

Mentees face. community, which may
influence critical consciousness
and build relevance for
communities.

CBPR: Mentoring relationships promote co-learning to empower CBOs to address the needs they have identified in their

communities.

Mentees engage in observational
learning and Mentors provide
facilitation which could increase
collective efficacy.

Mentoring relationship builds
social networks, which could
increase social capital and
community capacity to make
changes they seek.

Mentors serve as models and can
support Mentees in implementation of
EBI to reduce complexity and enhance
communication channels.

Partnership

CBPR: The innovation integrates knowledge and action for the benefit of all partners and incorporates an iterative process
whereby Mentees can provide feedback and contribute to the continued improvement and development of the
innovation.

Innovation The fact that the innovation/intervention | Innovations emerging from a CBPR The innovation is built from a

orientation could influence Mentees'

1duosnuey Joyiny 1duosnuen Joyiny
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was developed through a participatory
process may create a relative advantage
over other innovations/interventions.
The consideration of the contextual
factors may positively influence
dissemination and diffusion.

outcome expectations or sense of
collective efficacy because they are

able to observe Mentors successfully
implement the change and benefit from

their involvement.

CBPR orientation, which is
reflected in the approach to
adoption, adaptation,
implementation, and
sustainability. Communities are
engaged in a way that is
respectful, collaborative, and
builds trust.
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