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Abstract

Health education research emphasizes the im-
portance of cultural understanding and fit to
achieve meaningful psycho-social research out-
comes, community responsiveness and external
validity to enhance health equity. However,
many interventions address cultural fit through
cultural competence and sensitivity approaches
that are often superficial. The purpose of this
study was to better situate culture within health
education by operationalizing and testing new
measures of the deeply grounded culture-cen-
tered approach (CCA) within the context of com-
munity-based participatory research (CBPR). A
nation-wide mixed method sample of 200 CBPR
partnerships included a survey questionnaire
and in-depth case studies. The questionnaire

enabled the development of a CCA scale using
concepts of community voice/agency, reflexivity
and structural transformation. Higher-order
confirmatory factor analysis demonstrated fac-
torial validity of the scale. Correlations sup-
ported convergent validity with positive
associations between the CCA and partnership
processes and capacity and health outcomes.
Qualitative data from two CBPR case studies
provided complementary socio-cultural historic
background and cultural knowledge, grounding
health education interventions and research
design in specific contexts and communities.
The CCA scale and case study analysis demon-
strate key tools that community—academic re-
search partnerships can use to assess deeper
levels of culture centeredness for health educa-
tion research.
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Introduction

With vast and growing health and social inequities
in poor and ethnic/racial communities, it is increas-
ingly important that research meets the needs of
populations through a deeper understanding of cul-
ture [1, 2]. Despite the recognized importance of
culture, predominant approaches to health research
provide limited understanding of the concept [3, 4].
Culturally adapted, culturally sensitive or culturally
competent translations of evidence-based programs
often represent ‘surface’ structures of culture, such
as tailoring interventions with specific foods or
images, whereas ‘deep’ structures seek to represent
community values, worldviews, social-environ-
mental structures and social forces [5]. Similarly,
health education research has often failed to
impact multicultural/vulnerable populations be-
cause of its primary focus on individual behavioral
goals and evidence-based strategies that have little
connection to diverse communities [6, 7].

A recent federal consensus report called for health
research to recognize culture as a ‘multi-dimen-
sional bio-psychosocial, ecology’ which contextual-
izes disparities within diverse populations’
historical and socio-political realities [3, p. 12].
Culture is: ‘an internalized and shared framework
used by group (or subgroup) members....This
framework is created by, exists in, and adapts to
the cognitive, emotional and material resources
and constraints of the group’s ecologic system to
ensure the survival and well-being of its members,
and to provide individual and communal meaning
for and in life’ [4, p. 242]. Kagawa-Singer et al. [4]
note culture is a multi-level process that requires
constant understandings of relationships within
social networks and power structures. Health educa-
tion scholars Airhihenbuwa and Liburd reflect a
similar view, with culture a collective consciousness
expressed through language and history, yet, espe-
cially for marginalized populations, having to re-
spond dynamically to mainstream and often
oppressive socio-political structures [8].

Despite this call for deeper, dynamic understand-
ing, there is limited research applying culture in

health intervention research. An important excep-
tion is the culture-centered approach (CCA) [9].
The CCA theorizes the nexus of culture, structure
and agency within collaboratively developed health
interventions among academic and community re-
searchers [10]. Similarly to Kagawa-Singer and
Airhihenbuwa, Dutta (2007) sees culture as a com-
plex web of communicative meanings as they inter-
act with structural processes [9]. CCA emphasizes
human agency and community power as primary
cultural strategies to confront social determinants
of health [11]. Human agency means community
members defining their own etiology of health prob-
lems and posing their solutions, which can facilitate
equitable power relations within academic-commu-
nity participatory research.

Although the CCA creates deep -culturally
grounded health interventions for multicultural and
vulnerable populations [12, 13], there have been no
efforts previously to develop a scale of CCA or il-
lustrate its meaning across multiple participatory re-
search projects. A scale can help research
partnerships self-assess intervention development
processes and engage in reflexive practices [9].
Further, the application to various participatory pro-
jects demonstrates relevance of the CCA constructs
across settings.

This study adds to the literature on better situating
culture within health education research to reduce
health inequities. We operationalize new measures
of the CCA within community-based participatory
research (CBPR). CBPR is a collaborative approach
among community—academic partnerships that em-
braces a socio-ecologic framework, starting from
cultural strengths of community members [1, 14].
While participatory research literature is a well-
established multidisciplinary approach, including
within health education, and uses many terms [15—
17], we use CBPR as the most common in public
health. CBPR interventions have been shown to im-
prove health and health equity [1, 18, 19].

This study reports on a mixed-method, National
Institutes of Health (NIH)-funded study of diverse
community—academic research partnerships in
which we systematically assessed culture-centered
partnering processes and outcomes from internet
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surveys and in-depth case studies [20, 21]. This
study utilized a CBPR conceptual model, whose
four domains illustrate theoretical pathways contri-
buting to outcomes [21, 22]. The model starts with
context (consistent with culture as ‘deep structure”’),
which provides the historic grounding for partner-
ship processes. These processes in turn impact inter-
vention and research design (including community
member involvement in research), and ultimately
contribute to multiple research, capacity and health
outcomes. (See Fig. 1, CBPR model, https://engage-
forequity.org/cbpr-model/full-model/.) The model
was developed over a decade of NIH-funded
CBPR empirical research in consultation with
CBPR community members, practitioners and aca-
demics [1]. In community consultations on the
model, culture was named within all domains [23].

We start by introducing the CCA and three key
elements that we sought to conceptualize.

Background to culture-centered
approach

The CCA analyses communicative processes that
(re)produce marginalization of disenfranchised
populations, and challenges this disenfranchisement
through validation of community knowledge [9].
Drawing upon postcolonial [24] and subaltern stu-
dies [25], CCA theorizes that domination produces
communicative erasures that limit opportunities for
participation, representation and recognition [10].
Academic—community partnerships become import-
ant sites of co-constructed meaning making, with

CBPR Conceptual Model
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Fig. 1. CBPR conceptual model.
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community knowledge honored [26]. Community
members can negotiate with and seek local health
solutions that transform their socio-political condi-
tions [12, 13, 27]. Three concepts underlie the CCA
[9, 10]: community voice/agency, reflexivity and
structural transformation and resources.

Community voice/agency

CCA supports communicative processes within aca-
demic—community partnerships that foster locally
rooted meanings of problem etiologies and solutions
and recognize heterogeneity of community inter-
pretations rather than top-down solutions [12, 13,
28]. Key elements of voice/agency are participation
and listening to community wisdom and knowledge
[10]. Inherent in listening is the shifting of the re-
searchers’ stance toward the community as co-cre-
ators/owners of the research, recognizing local
knowledge as central. Indigenous communities
have been at the forefront of demanding cultural
integrity and agency in integrating their knowledge
and values, even within adaptations of evidence-
based interventions [7, 29].

While Dutta [9] has theorized ‘voice’ and ‘listen-
ing’ as communicative metaphors for recognition,
the metaphor of voice takes for granted communi-
cative acts (speaking/listening) as transformative,
which can be experienced by Deaf communities
(one of the case studies here) as unintended re-
minders of power/oppression. We therefore incorp-
orate ‘agency’ to act, within our use of voice.
Academics writing about indigenous oral traditions
might also be seen as creating erasure and oppres-
sion [1]. These examples reinforce the need for con-
tinual reflexivity about often-unintended replays of
dominant forms of knowledge production.

Reflexivity

CCA hinges on reflexivity, questioning the taken-
for-granted positions of power of researchers in
communities [10, 30]. Reflexivity turns the gaze
on researchers, continually questioning their privil-
ege in what knowledge is listened to, including in
research decision-making, even as they seek to undo
these privileges. Reflexivity, through note taking

and dialogue within the research team, [17] is inte-
gral to co-learning, and can disrupt dominant know-
ledge claims.

Structural transformation and resources

CCA posits the importance of having resources and
changing structures contributing to health problems
and inequities [9]. CCA also identifies the role of
structures that organize, enable and constrain access
to resources when implementing interventions [12].
Reflexivity on structures, however, can open possi-
bilities of transformation when marginalized com-
munities interpret meaning and participate in change
[12, 31]. Community capacities for transformation
and garnering power can be enhanced within the
partnership (e.g. through researchers sharing funds
with communities) [1, 32]. Communication re-
sources of participatory mapping [33] and advocacy,
such as performances, photo/video voice and stra-
tegic media offer spaces for social transformation,
including leverage with external stakeholders to
secure other resources [34].

Methods

Quantitative methods
Research design and sampling

The quantitative research design implemented two
sequential cross-sectional internet surveys: (i) for
principal investigators (PIs) to describe facts of the
project (key informant survey); and (ii) for PIs and
one academic and up to three community partners to
describe their experiences and perceived outcomes
of the project (community engagement survey
[CES]). While details of the design and sample are
found elsewhere [35, 36], this study reports on the
CES taken by 138 PIs (69% of invited PIs) and 312
partners (77.2% of invited partners). The sample
included: (i) 118 academic, 194 community part-
ners; (ii) 272 White, non-Hispanic, 37 American
Indian/Alaska Native, 37 African American, 32
Hispanic, 28 Asian/Pacific Islander, 23 mixed
race/other and (iii) 205 female, 73 male. The re-
sponses for PIs and partners were combined because
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there was high agreement among the participants
about the scales ranging from 0.75 to 0.88 on a
measure of consensus [37].

Measures

We created and validated subscales for a new scale
of the CCA. There were a total of 22 subscales in the
CES derived to measure elements of the CBPR
model that were validated (factorial and construct
validity) previously [38]. During the planning of the
CES, we worked with CCA theory to ensure that we
selected or created subscales that reflected the core
constructs. Working with the original theorist, along
with oversight by a community and academic advis-
ory board, we examined the content of the CCA
constructs and ensured that the chosen subscales
linked theoretically with these constructs and had
face validity (see Table I for specific items and
subscales).

There are three second-order factors—commu-
nity agency, reflexivity and transformation.
Community agency was measured with a scale of
community member involvement in research [32]
with three subscales of background research, data
collection, and analysis and dissemination.
Community member involvement in research is
the degree of engagement throughout the research
and intervention process. It ensures that affected
members have agency to shape problem definition
and strategies to address the problem. The construct
name, agency, reflects the change in response to our
case study partners.

Reflexivity was measured with two subscales: par-
ticipatory decision-making [32] and change in
power relations [38]. Participatory decision-
making reflects the degree of shared and collabora-
tive decision-making. Change in power relations is
the extent to which community members increase
their research capacity relative to academic partners.
These scales indicate reflexivity as they involve
active change among the community and academic
partners and result from careful consideration of
partnership interactions.

Transformation was measured with two sub-
scales: community transformation [38] and

partnership capacity [39]. Community transform-
ation is the extent of change related to policy, envir-
onment and financial resources for the community.
Partnership capacity is the level of resources the
partnership has to affect change. These subscales
relate to transforming the resources and systems in
the community.

We also included four subscales of partnership
processes and four CBPR or health outcomes from
the previously validated subscales to assess con-
struct validity. The partnership processes included
degree of trust in the partnership, disrespectful com-
munication and whether CBPR principles toward
community partners were followed [38]. The out-
comes included overall change in community
health, sustainability of the project and capacity
building of individual partners and agencies [38].
Most of these were used for convergent validity,
with disrespect used for divergent validity.

Data analysis

Factorial validity of the CCA scale was assessed
with confirmatory factor analysis (CFA) using
AMOS 23.0. CFA was completed with all missing
values replaced with series mean; while replacing
data in this manner can be problematic, missing data
were determined to be missing at random with a
very small portion of missing values in the entire
data set (<1%) and hence a minor concern. The
scales were assessed using four fit indices: x* to df
ratio (Xz/df< 3.0), comparative fit index (CFI >
0.90), Tucker—Lewis index (TLI > 0.90) and stan-
dardized root mean-squared residual (SRMR <
0.08). Internal consistency of the scales was calcu-
lated with Cronbach’s alpha. Finally, bi-variate cor-
relations matrix was used for construct validity
(SPSS 23.0).

Qualitative methods
Research design and sampling

Qualitative data were collected in parallel with the
surveys so they did not inform the conceptualization
of scale. Rather, we sought in-depth historical and
contemporary knowledge through seven case stu-
dies to uncover how the CCA is reflected in context,

376


Deleted Text: . 
Deleted Text: .
Deleted Text: ,
Deleted Text: ,
Deleted Text: ,
Deleted Text: ,
Deleted Text: . 
Deleted Text: as
Deleted Text:  
Deleted Text: -
Deleted Text: ,
Deleted Text:  
Deleted Text: ere
Deleted Text: M
Deleted Text: . 

Culture-centeredness in CBPR

(panunuod)
yoIeasal oy} Jo sSurpuy
990 oy Adde ued sroquisw Ayrunuwiwio)) 987
Sunoeow [eonijod Jo Ayunwiwod
' se yons s3urpes Joyjo ur oofoxd oy
9.0 Jnoqe e} ued sIequiowl AJUNwwo)) ‘q87
ssa001d yoreasar ayy ur uonedronred (Anarxapor Jreos jurod-g
LLO 180 POSEAIOUl QAR SIOQUISW AJUNWIWO)) “BYT 160 *9T) suonear Jamod ur aguey) (TS0) 0TV AyATxopgoy
eyep Arewnd Sunog|
790 -[09 Yy paajoaur siomred Arunwiwo)) 19
suonsonb AoAaIns Jojpue moraroyur JuruSis
SLO -op M paAfoAul souped Ajunuiwo)) Y9
uonuaAul Yy Sunuawod
0 -wr ym paajoaur srouped Ajunwwo)) ‘S9 (uonnjos
syuedronaed Apms Sunmio *9'T) UOTJOQ[[0 BIBp—UdIeasal
€50 690 -oI M paAjoAur siomred Aunuuo)) J9 160  UI JUSWOA[OAUT JOQUIOW A)UNWIO))
SOOUQIOJUOD
pue s3unoow Je suonejuasaid Suraid
vL0 s paajoaul soupred Ajunwwo) w9
soponte Tewnof pue spodar Jur
S8°0 SJIM PIM paAjoAur s1oured Arunwiwao)) 19 (uonnjos ‘9°1) uone
s3urpuy Apnjs Sunaidioy -UTWASSIP PUB SISA[eUB—UOIRasal
€L0 780 -Ur YIm paajoAur swouped Ajunwwo) 9 98°0)  UI JUSWUOA[OAUT JOqUIdW AJUNWIWO))
sampaooid Surdwes Surdofoa
590 -9p im paAjoAur siouaed Ajunwwio) 99
SpoYjoul oIedsal Sursooyd
6L°0 M paaoaur siouyed Ajunwwio)) po
[oIeasal punoidyoeq
89°0 YIM paajoAur smouped Ajununo)) 09
Sunum [esodoid jueid
Lo PIm paajoaur souped Ajunwwo)) ‘q9
uonuaAIUI Jo wo[qoid ayy (uonmuyop woyqoid -9°7)
Jo souoay) paseq-Ayunuwwod Surdofoa [OIBasal punoIdNoeq—uyoIeasal 9eds jutod-¢
LSO 180 -9p UM paAjoAul siouired Ajunwo)) 89 06'0  UI JUSWUQA[OAUT JOqUIdW AJUNWILOD) (1S°0) 12T AKouaSe/ao10A
Surpeoy I0joe]  9[eOSqNS JO wa)]  Surpeoy 1ojoey (VDD 01 yuI[) dreasqnsg (dS) W (J9pIo puodas)

IOpIO-ISIL] © S YoequoIr)

IOpIO-PU0AS

1ONNSU0d YD)

2[pas YD Jo s3utpvo] 101ovf pup swian jpnpiapu] T dqe],

377



N. Wallerstein et al.

L0

S0

0L0

90

£5°0

LSO

L80

90

18°0
990

290

6L°0

080

6L°0

LSO

0L0

sure sy
SpIEMO} AJOATIO0)JO JIOM O} SIOP[OYANEIS

JuBAQ[aI 0) suonoduuod sey drysioupred “Sg
sdnoi3 suoneziuesio 1o
‘S910USE JUSWIUIDA0S “SIONEW-UOISIOop

reonijod 03 suonosuuod sey diysioupred ‘Jg
sonIATIOR pue sSunesw JoJ IoylaSo)

grdoad 3uuq 0y Anpiqe sey diysioupreq o7
SWITe )T SPIEMO) A[OATIONNI YIom 0} AT

-[iqrparo pue Aoewnide) sey diysiouned "pg
SWITE S)T SPIEMO) A[OATIONJO YIom

0) diyszequiowr 3s19AIp sey diysioupreq ‘og
SWITe )T pIemo) A[OATIO9JJO JIom

8L°0 01 asnradxo pue s[ys sey diysiounred ‘eg
Ayunuwod Yy

Ul JUSWIUOIIAUD [[BIA0 ay) pasoiduwy ‘867
yoddns [eroueuy [euont

-ppe jo uonismboe oy) ur paynsay JS
AIunwwuod oy} Ul S[enprAIpur

Jo sme)s ey [[eroao dy) paroxdwy pgg

180 soueyo Aorjod ur paynsay 96T
(as19Aa1) $89001d SunyRW-UOISIOAP AY)

JO 1IN0 1J9] Udaq ALY NOA 1B [ P
S1oquUAW
wed) 109foxd 1oyj0 £q UONRISPISUOD

ojur uaye) st uorurdo ok jey) (994 O
sToquIaw wrea) joofoxd

) Aq opewr suorsodp Ay uoddng ‘qy
100foxd oy ur opewr are suors

€8°0 -109p Aem 9y} PIm J[qEUIOJWOD [99 'BI]
UOTEONPS [BUWLIOJUT JO [BULIOJ SUmunuod

1YSNOS 9ABY SIOqUISW A)UNWIWO)) 987
SIOUOIBISaI
JO JuOI} UI YoIeasar jnoqe suoruido

II9Y) 9OI0A UBD SIquiowl AJIUNuUIio)) ‘Pgg

§9°0

0s°0

90

(S90INOSAT dAIBD
-funwiwod 9°1) Ajoedes diysioupreq

(uoneuLIOjSULI) [RINONNS
'9'T) uonewIIOJSUET) Ajunwiwio)) deds jutod-G (€9°(0) #9°¢ UONEULIOJSUBRI],

(Ky1ATXOpgQI
9'T) Sunyew-uorsioop Arojedronied

Suipeo| J0jov})

Jreasqns Jo woy|

IOpIO-ISIL] © S [OeqUOI)

Suipeo| 10)o8})
I0pIO-pUOIAS

(VDD 01 3yuIp) 9[eosqng (@s) W (39p10 puodss)
1oNNSU0d YD

panutjuo) °I dqeL

378



Culture-centeredness in CBPR

partnership processes, intervention design and out-
comes. Case studies were selected from long-term
partnerships (e.g. multiple grants) and purposefully
diverse—urban/rural, health issue, and ethnic/racial
and other identity subpopulations (see [21] for de-
scription). Though all cases had elements of the
CCA within CBPR processes and outcomes, be-
cause of space limitations we invited community
co-authors from two: (i) University of Rochester
National Center for Deaf Health Research (www.
urmc.edu/ncdhr); and (ii) Bronx Health REACH
(BHR) faith-based initiative (http://www.institute.
org/bronx-health-reach/about/), a partnership be-
tween the Family Urban Health Center with Bronx
community partners. These two partnerships had
elements of the CCA across the four domains of
the model and represented distinct approaches.
Partners from both partnerships are co-authors on
this manuscript.

Data analysis

Using thematic analysis based on the CCA and sup-
ported by ATLAS.ti, we triangulated with the CES
scales, confirming constructs of community voice/
agency, power and transformation. For each inter-
view (average 60 min), and focus group (~90 min),
we coded responses by community or academic
member. Interviewees were chosen by the site co-
ordinator, and were all seen as key members of the
partnership; we did not analyse by their positions.
We coded both deductively and inductively.
Deductively, we started from the four broad model
domains to create thematic coding families. Within
context for example, we coded governance, health
issue and collaboration from the model, yet the
themes we coded inductively had equal salience.
New community description and project history sub-
themes led to deeper understandings of the role of
socio-cultural historical contexts in enabling com-
munity members to exercise agency within the part-
nership. Inductive coding of community advisory
structures was key to understanding how community
agency was enacted in partnership processes. The
domain of intervention/research led to inductive
coding of cultural knowledge within interventions.

In the outcome domain, we started deductively with
community and university change codes. Subcodes
were then drawn inductively from the data, such as
community outcomes of transformations in power
and cultural identity.

The research team (composed of eight faculty,
students and staff) jointly coded the interviews
from the first case study, with ongoing discussion
for consensus and final code list. Two co-investiga-
tors, who differed by site, then conducted and coded
the interviews, and wrote community narratives
which were shared back with partnerships for itera-
tive interpretation. Over 2 years, the entire research
team conducted cross-case analysis iteratively for
final cross-cutting themes. In sum, we used the
four domains to frame the broad thematic analysis
given the strong evidence we had developed over
the past decade supporting the model. However,
new subthemes and subcodes within these domains
were inductively developed.

Results

Quantitative factorial and construct
validity

The CFA achieved a good model fit and included
three 2nd-order factors of the CCA, as conceptua-
lized: x* (424) = 777.50, P < 0.001, x*/df = 1.83,
CFI = 0.93, TLI = 0.93, SRMR = 0.06. Table I
displays the descriptive information for the se-
cond-order scales and the items and subscales com-
prising these scales. The three 2nd-order constructs
had good internal consistency as well: agency/voice
(o = 0.88); reflexivity (¢ = 0.88); and transform-
ation (o = 0.77).

Pearson’s correlations were used to assess con-
struct validity (see Table II). The CCA subscales
are moderately correlated with each other revealing
three distinct constructs. The three CCA scales were
moderately correlated with partnership processes
constructs of trust, CBPR principles—partner,
CBPR principles—community, with the strongest
correlations with the reflexivity scale followed by
the transformation scale. All three CCA scales had
moderate correlations with CBPR outcomes and
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Table II. Correlations of CCA subscales with dynamics and outcomes

Construct Voice/agency Reflexivity Transformation
CCA subscales

Voice/agency 1.0

Reflexivity 0.48%** 1.0

Transformation 0.31%%* 0.43%%* 1.0
Convergent validity: partnership dynamics

Trust 0.28%%* 0.67%%* 0.40%*

Principles-community 0.39%%* 0.61%* 0.497%%*

Principles-partners 0.40%* 0.65%* 0.47%%*
Convergent validity: outcomes

Change health 0.13% 0.31%%* 0.59%%*

Sustainability 0.40%* 0.58%* 0.47**

Partner capacity building 0.31%** 0.45%* 0.45%*

Agency capacity building 0.34%%* 0.50%%* 0.55%%*
Divergent validity

Disrespect —0.03 —0.32%* —-0.07

Correlations significant at ~*P < 0.001; P < 0.01.

health outcomes, again with transformation and re-
flexivity having larger correlations than agency/
voice. This is consistent with our expectations, as
agency is the means to reflectivity and transform-
ation. The correlations provide strong evidence of
convergent validity.

Finally, a single scale (disrespect) was used to
assess divergent validity. Disrespect was not ex-
pected to be correlated with agency/voice and trans-
formation as it is a micro-level indicator of negative
interaction, and these two subscales relate to struc-
tural features of the partnership. However, since re-
flexivity is related to micro-level interaction, it was
expected to be negatively related to disrespect. The
correlations supported these expectations and pro-
vide support for the divergent validity of the CCA
subscales.

Qualitative analyses of the CCA processes
and outcomes

The National Center for Deaf Health Research
(NCDHR), a Prevention Research Center at the
University of Rochester funded by the Centers for
Disease Control (CDC) in 2004, had a core research
project to adapt the Weight-Wise intervention, origin-
ally created for English-speaking low-income

populations. While retaining evidence-based compo-
nents, NCDHR integrated Deaf linguistic and cultural
framing by involving Deaf community members in
all phases of the research [40, 41]. In addition, the
University was responsive to community recommen-
dations during construction of the NCDHR building,
such as providing light-emitting doorbells in offices
so a deaf University employee would know they had
a visitor.

BHR, initially funded by a CDC REACH grant,
starting with five churches in 2001, has expanded to
over 70 churches and organizations. With later NIH
funding, BHR developed a faith-based diabetes
management program, which added cultural scrip-
tures to health messages, as well as transformed
church meal nutrition and successfully advocated,
against the dairy industry, for low-fat milk in
school lunches [42, 43]. Both partnerships were
tightly woven integrated teams, with community
members working within university teams, adding
compositional representation and deeply shared
knowledge and values, thus creating high-level brid-
ging social capital among partners [23, 38].

CCA themes related to the CBPR model
emerged in interviews and focus groups with
each partnership: (i) context-the importance of
socio-cultural history in identifying oppressive
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institutions and policies, and strategies for
(re)claiming identity and equity; (ii) partnership
processes—integration of community agency/voice
into partnership structures and decision-making;
(iii) intervention/research design—integration of
cultural knowledge into interventions and research
and (iv) outcomes—enhanced cultural identity and
the re-balance of power through cultural pride and
structural changes. Each is briefly reviewed, fol-
lowed by a table of specific quotes.

Context

Contextual constructs, less explored through the sur-
veys, assumed primary importance (see Table III).
When asked ‘what was the most important thing to
know about your partnership’s beginnings’, commu-
nity members responded with socio-cultural histories.
Bronx community partners identified segregation and
present-day discrimination, as well as the role of
black churches in Civil Rights and providing spiritual
faith as black community power even in hard

historical times. For NCDHR, hearing and deaf part-
ners (from both University and community) shared
conviction in Deaf community power as a distinct
linguistic and cultural group. Each partnership iden-
tified valued cultural knowledge. For Bronx commu-
nity members, it was knowledge of scripture; for
Rochester, it was intimate knowledge of Deaf culture,
as deaf individuals, friends and children of deaf
adults.

Partnership processes

Although each partnership was highly integrated, to
support greater community power, subcommittees
(predominantly of community members) asserted
dominance of community language/culture (see
Table IV). Research staff and faculty who shared
community identities participated in subcommit-
tees. The Deaf Health Community Committee
(DHCC), comprised ASL-fluent deaf and hearing
adults, began meetings with researchers using bilin-
gual interpreters and then continued only in ASL,

Table III. Themes within context in CBPR model

History/description of population or place

Cultural grounding

Bronx Health REACH

“To me, the disparity is that here we are in

‘Well, they made it clear from the Jump

National Center for Deaf Health

2012 and still there’s a colored door
and a white door. ..you know that you
can’t go into that white door. And if
you do, they’re going to throw some

water on you or hose you down or beat

you up or hit you over the head or put
you in jail’. (Female/Community)

“The progress made in the African-
American community over the last 40
or 50 years were inextricably bound to
the black church. . .the black church
could indeed become the vehicle for

continued change including health care’.

(Male/Community)

‘If you don’t think that there’s something
called Deaf culture, you need to spend
more time with deaf people. There are
all different cultures. Knowing the deaf,
there’s a Deaf culture’. (hearing Male/
University)

Street that if the community was going
to experience wholeness that the black

church and Latino church in this com-

munity must see health issues and con-
cerns as a spiritual matter. Now, that’s

what got my attention, when they made
it spiritual’. (Male/Community)

“The curriculum is huge, but it’s delivered
in ASL ... in an ASL group setting’.
(hearing Female/University)

‘Cultural misperception is a huge issue; so
I was very motivated to join for that
reason’. (deaf Female/Community)
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Table IV. Themes within partnership processes in CBPR model

Community structures that support
community agency

Community agency in decision-making

Bronx Health REACH

National Center for
Deaf Health

‘Our CRC group has pastors, physicians, leaders
in the public health arena, very important
people with a lot of experience who come from
different spheres; in their own world they are
their leaders. People are used to listening to
them. And there’s that level of respect that I
think came from working together for many
years’. (Male/Family Health Center)

‘So our deaf committee members. .. they’re doing
the data collection ... They run recruitment ...
They’re involved with analysis. .. They’re
involved in all steps along the way’ (hearing
Female/University)

‘The DHCC is a committee that works in partner-
ship with NCDHR. . .I always feel that research
for an hour is good; and then we have our
closed meeting. We don’t need the researchers,
because often we’ve asked all the questions we
need to ask...and we’re kind of done with
them. The second hour we are free to breathe
freely and sign ASL the way we like, and we
don’t have to worry about being monitored’.

‘It’s a faith-based exercise and nutrition project; it
really was developed initially by one of the
faith-based health coordinators. One of those
health coordinators actually developed this pro-
gram initially’. ‘[it] came organically out of the
church’. (Female/Family Health Center)

‘One example was the K award from AHRQ to
do the Deaf Healthcare Survey. He had a grant
that we would recruit 75 deaf folks from the
ER [emergency room] ... And so he went to
DHCC and said, ‘How would you feel if a re-
search coordinator from NCDHR was in the
ER? They approached you about the survey’.
And [DHCC] said, ‘No way. We don’t want to
see anyone we know. This is confidential.
We're at the ER for a reason. It’s not for being
solicited for a research project’. And so we
changed the protocol to work with the U of
R[ochester] patient enrollers [not affiliated with
NCDHR] who are students or research assistants

(deaf Male/Community)

that are in the ER recruiting for any study in
the university’. (hearing Male/University)

after researchers left. BHR’s Community Resource
Committee (CRC) was predominantly pastors and
church lay health organizers, and Latino and Afro-
Caribbean staff. These integrated structures opened
opportunities for community agency. Community
members saw the use of community language
(including language of faith) in creating curricula
and programs as highly significant in honoring
core values. While Dutta [9] cautions against ‘trans-
lation’ as not representing the CCA, the deep cul-
tural knowledge within subcommittees supported
community agency for changes to research proto-
cols, and also showcased respect for community
leaders.

Intervention/research design

Increasingly, CBPR projects tailor ‘evidence-based’
interventions from one population to another (see

Table V). Rather than superficial tailoring, how-
ever, each project prioritized community structures
and agency, which enabled extensive (re)centering
of interventions within core cultural/community
knowledge and values that strengthened their own
emotional connections. In the Bronx, faith was not
just a ‘belief’ system, but scriptural values provided
unique resonance with participants’ history of sur-
vival and resilience. In Rochester, ASL was adopted
by both hearing and deaf partners for re-creating
research instruments, such as the informed con-
sent/study enrollment video, as a commitment to
share power with the Deaf community. Neither of
these partnerships remained at ‘surface’ cultural
adaptations, but community members exercised
their power through contextualizing interventions
within profound community values, history and
meaning-making.
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Table V. Themes within intervention/research design in CBPR model

Impact on interventions

Impact on research design

Bronx Health REACH

National Center for Deaf Health ..

element was attached to scriptural teachings
that resonated with people, because their
faith is a central element of who they are,
of how they express themselves as human
beings, how they try to live’. (Female/
Family Health Center)

.We’re taking proven models, proven to
work in the hearing community ... almost
all of which deserve validation, and then
within the context of the deaf community
provides interesting context of intervention.
So that’s where the science is. Then we

‘The “Fine, Fit, and Fabulous” program...each °...then the staff worked very hard with mem-

bers of the church and the liaisons and pas-
tors to develop a vocabulary and materials
that reflected all of those really strong com-
mitment[s] to the faith-based piece of the
initiative’. (Female/Family Health)

‘Our informed consent process for Deaf

Weight Wise is an 18-minute ASL movie.
It’s a scenario of two [deaf] researchers and
two [deaf] participants; and it’s back and
forth. [After the video,] participants sit down
one on one with a researcher who’s sign

moved it over to the deaf community’.

(hearing Male/University)

fluent and ask their questions in ASL; then
they sign a one-page English documentation
of the consent form that says, “I watched
the video. I understand Deaf Weight Wise. I

asked my questions. I agree to participate’.
(hearing Female/University)

Outcomes

Qualitative data provided elaboration and examples
for the ‘structural transformations’ scale identified in
the survey. For the Bronx, this meant influencing
church policy (i.e. not serving sweetened beverages)
or transforming power relationships, such as demand-
ing the Department of Health not impose its own
agenda (see Table VI). While Rochester started with
a weight-wise curriculum from another population,
their final products had major research impacts on
the institutional review board (IRB) and use of ASL
as the necessary research language for use with Deaf
people. Revitalized cultural identity was an unmistak-
able finding of each of these projects, which, while not
in Dutta’s [9] original conceptualization, does elevate
what might be seen as superficial cultural sensitivity, to
core support for communities creating their own ac-
tions based on their cultural meanings and pride.

Discussion

This study illustrates the usefulness of the CCA for
CBPR-based health education research. The survey
results enabled the development of the CCA scales

based on Dutta’s [9, 10] framework of culture, com-
munity agency, reflexivity and structural transform-
ation. The qualitative case studies substantiated and
complemented the importance of socio-cultural-his-
toric context and knowledge, and participatory com-
mittee structures that enabled community agency
and reflexivity to ground interventions and research
design. Qualitative examples showcased structural
outcomes at the university and community level as
well as cultural reinforcement. Several lessons are
presented.

Scale of CCA

Our scale provides an effective way to operational-
ize the CCA. The scale recognizes key features and
recognition of power differentials identified by
scholars when engaged with indigenous and other
ethnic minority communities [3, 44]. Further, the
scale can be useful for health education and promo-
tion, and public health scholars and practitioners
interested in a substantive approach to evaluating
cultural agency and fit in an intervention. We en-
courage using the scale as a self-reflection tool and
for outcome evaluation, in its capacity to identify
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Table VI. Themes within outcomes in CBPR model

Community power for structural transformation

Reinforcement of cultural identity

Bronx Health REACH

National Center for

Deaf Health

‘We said to DOH, “We’re not signing off.”

Our coalition said, “no.” We said,
“However, what we would encourage you to
do is come back and educate our folks
about the issues why sweetened beverage is
a challenge.” And by doing that, we had
more than half our churches voluntarily sign
on that they would no longer serve swee-
tened beverages. That is a salutary lesson to
DOH, that if you engage community rather
than to try impose upon. The issues that you
may not know because you do not live in
those communities, you have a greater
chance of success by engaging those com-
munities’. (Female/Family Health)

‘Internally with our IRB, we have a long his-

tory with them with our first project, the
deaf health ASL survey. They’d never been
asked to approve any studies that were in
ASL. ... literally a couple of years of educa-
tion and meetings with the IRB about re-
search with deaf people. And with Deaf
Weight Wise, about two years before we
started, we started having meetings with
them about the data collection tools were
going to be in ASL, but we were giving
them the English....So we got to a place
where the IRB folks sort of trusted us that
we had our best translators working from
the English into ASL, and they should trust
the English as best we could do to give
them’. (hearing Female/University)

“You need to take into account our faith
culture. . .What works for us [is] if you talk
about our bodies as a temple. Know you
are connecting to our faith which permeates
all that we do’. (Female/community
member)

‘And so when you talk about that as a
Christian you have a responsibility to use
the body God has created, take care of the
body God has created, it’s a whole different
thing’. (Female/Family Health)

‘However, more and more deaf young people
. are getting better training in reading ‘re-

search-ese’ and statistical language. One of
the young women who has worked with us
for a long time is going to become a doc-
tor... And that’s unheard of. When I grew
up, I never thought that I would see a deaf
person become a doctor’. (deaf Male/
Community)

‘T wish that the researchers could sign. I can’t
learn to hear. 1 can’t learn to speak. But
they have eyes. They can use their hands.
They can learn to sign’. (deaf Male/
Community)

associations between partnering practices and
outcomes.

Associations with partnering practices and
outcomes

CBPR engages communities to participate in health
intervention research in meaningful and culture-cen-
tered ways. Our study provides empirical findings
that the CCA scales have positive associations with
partnering practices and CBPR outcomes, consistent
with the evidence suggesting CBPR and the CCA
have positive outcomes for vulnerable populations
[19, 45, 46].

Our qualitative data provide triangulation, iden-
tifying community power and agency through
subcommittees, and cultural reinforcement and
structural outcomes within research institutions
and outside agencies [47]. Community partners
identified a temporal flow with community commit-
tees facilitating community-driven decisions on
interventions and research methods. They noted
the importance of research team members from the
community, enabling bridging to community
values. Our mixed-methods approach substantiates
hypotheses about the importance of CCA for vali-
dating community participation in research for
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improved health. Overall, the scale should be
viewed for CBPR, but may apply to other health
interventions to help address deep structure cultural
issues [4] for reducing health inequities.

Integrating cultural context and knowledge

In addition to supporting survey results, qualitative
data highlighted multiple interpretations of culture,
so that partnership worldviews can be comprised
both academic and community perspectives [4, 13]
even though our scale reflected a uniform factor
structure from partnerships. Each partnership bene-
fited from community committees which had
agency to change research protocols and interven-
tions for robust and valid research. Neither of them
simply used superficial imagery, but integrated
social-historical contexts as sources of community
power. They also understood the value of reinforced
cultural pride for social change, such as support for
faith-based spiritual language and use of ASL.
These findings therefore suggest that researchers in-
corporate a multi-dimensional, socio-ecological and
empowerment-oriented perspective of culture in
order to avoid superficial cultural adaptations that
reinforce health inequities [3, 9].

Connections to empowerment

While this manuscript focuses on Dutta’s defin-
itions, the culture-centeredness term parallels defin-
itions of community empowerment [48, 49],
whether based in Paulo Freire’s reflexive reflec-
tion/action cycle [50], community psychology’s em-
phasis on mastery [51] or public health/health
education’s literature on personal-societal trans-
formations [52, 53]. In our continued inquiry into
CBPR practices and outcomes, our NIH-funded
Engage for Equity (E2) study (2015-2020, https://
engageforequity.org), has identified collective em-
powerment as a complementary higher-order con-
struct, which encompasses agency, reflexivity, fit to
community culture and CBPR principles. Both col-
lective empowerment and culture centeredness rec-
ognize the importance of agency and equalized
power relations within partnerships to achieve
health equity outcomes.

Importance of CCA for CBPR conceptual
model

The findings provide empirical support for integrating
CCA within the CBPR conceptual model. Both
approaches emphasize community agency, by calling
for meaningful community engagement in the defin-
ition of problems and identification of solutions for
health improvement [9, 21]. Theoretically, the CCA
however extends the CBPR model by more explicitly
committing to reflexivity and structural transformation.

Reflexivity for the CCA focuses on navigating
power differences and privilege to ensure commu-
nity agency; thus it comes primarily from a critical
perspective. This approach is consistent with a
Freirian approach found in much CBPR, although
this is not always present along the continuum of
community-engaged research. Further, sometimes
the focus on reflexivity is about improving partner-
ship practice, and thus is a utilitarian and not a crit-
ical approach [1]. This analysis of CCA influenced
the current Engage for Equity study to incorporate
collective empowerment resulting from reflexivity
and agency, transforming the CBPR conceptual
model beyond its 2008 version [21].

Second, the CCA has an explicit focus on structural
transformation and resources to create change [9]. In
contrast, many community-engaged research projects
may focus on culturally adapting an intervention,
without focusing on structural change. Dutta labels
these approaches culturally sensitive and not culture
centered [9]. The CBPR model also reciprocally ex-
tends the CCA, by naming cultural reinforcement as a
structural outcome, recognizing identity as a power-
ful driver of social change. In total, however, integra-
tion of CCA has strengthened the commitment by
CBPR partnerships and other community-engaged
research projects to seek external structural changes
as core to reducing health inequities [1].

Limitations

The study has limitations in the use of a cross-sec-
tional survey and case studies focusing only on NIH-
funded partnerships. With the cross-sectional nature
of the data, we are cautious about making causal/
temporal inferences particularly as they relate to
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health improvement or reduced inequities. Future
research will be needed to establish the direct
impact on these outcomes. Further, there could
have been a selection bias toward including commu-
nity-engaged projects with funding. Although this is
the first scale of the CCA, it is not complete. The
subscale of community agency/voice focuses on
community involvement in research phases and
not on other organizing efforts. Reflexivity includes
shared decision-making and changing relationships,
yet does not measure self-reflection on partnering
specifically. Integration of community or cultural
knowledge was not measured. Transformation in-
cludes perceptions of transformed programs/poli-
cies and partner capacity to succeed, but does not
include specific changed structures or social deter-
minants, nor communicative resources. The current
Engage for Equity study as an intervention trial is
seeking to address these gaps through refined instru-
ments and further analyses of the impact of CCA
processes on outcomes.

Conclusion

Despite these potential limitations, however, this
study offers the first integration and measurement
of the CCA within community—academic research
partnerships. The findings are powerful and may be
applicable to other community health research pro-
jects. In sum, our CCA findings provide insights into
complex dynamic notions of culture consistent with
recent writings on deep structures of culture and
collaborative knowledge creation. Ensuring cultural
dimensions of community agency, reflexivity and
transformation throughout the participatory research
process may have strong implications for the goal of
health equity for all.
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