PRACTICE ARTICLES

Synthesizing Evidence-Based Strategies
and Community-Engaged Research:

A Model to Address Social
Determinants of Health

Lisa JANE HArRDY, PHD? ABSTRACT

KyLE Davip BoHAN, MPHP< . . . . . .
RoBERT TALBOT TROTTER 11, Addressing social determinants of health (SDH) requires multileveled interven-

PHD? tion designs. Increasingly, organizations and coalitions face pressure to use
evidence-based strategies when seeking to address SDH. Evidence-based strat-
egies, however, must be locally relevant and integrated into existing systems
to function efficiently. We propose the incorporation of an effective rapid
assessment technique, Rapid Assessment, Response, and Evaluation (RARE),
with evidence-based strategies, findings, and recommendations embedded in
community-engaged research to increase the likelihood of success in address-
ing SDH. Our RARE project—a partnership among a community health center,
a nonprofit funding agency, and academic faculty researchers—resulted in com-
munity- and policy-level interventions for the prevention of childhood obesity
in a Southwestern U.S. city.

*Northern Arizona University, Department of Anthropology, Flagstaff, AZ
"University of Arizona, Mel & Enid Zuckerman College of Public Health, Tucson, AZ
‘A.T. Still University, Mesa, AZ

Address correspondence to: Lisa Jane Hardy, PhD, Northern Arizona University, Department of Anthropology, PO Box 6023, Flagstaff, AZ
86011; tel. 928-523-0735; fax 928-523-9135; e-mail <lisa.j.hardy@nau.edu>.

©2013 Association of Schools and Programs of Public Health

68 < PusrLic HEALTH REPORTS / 2013 SUPPLEMENT 3 / VoLUME 128



SYNTHESIZING EVIDENCE-BASED STRATEGIES AND COMMUNITY RESEARCH

<& 69

The best approaches to modern public health con-
cerns often involve looking beyond standardized or
evidence-based behavioral change intervention mod-
els and targeting the social determinants of health
(SDH) at the root of the problem.' The concept of
SDH is derived from the principle that substantial
health inequalities are caused by the unequal distri-
bution of power, income, goods, and services within
social, political, and economic structural frameworks.?
Increasingly, funding agencies are requiring the use of
evidence-based strategies (i.e., those that have shown
measurable success) for intervention and evaluation.
Effectively addressing SDH, however, calls for in-depth
assessment and multileveled intervention plans that
are both community engaged®® and evidence based.®”

Health centers and public health agencies frequently
struggle with designing programs to advance com-
munity health and address the root causes or social
determinants contributing to disease burden. This
struggle is exacerbated by limited timelines and avail-
able fiscal resources.*® Health-focused partners are
turning toward community-centered approaches such
as community-based participatory research to increase
the likelihood that projects will result in more in-depth
findings and successful policy- and community-level
change.'""* Urban change researchers have identified
the disruptive nature of community projects that inter-
rupt or destroy existing local networks.'*!* The insights
from the negative consequences of community devel-
opment corporations and other entities highlight the
need for community engagement to avoid these same
risks in projects that focus on health. Purely academic
or public health agency-initiated interventions poten-
tially miss the complexity of local social determinants
and run the risk of damaging local networks in their
efforts to transpose new externally defined projects on
local communities. We argue that the result of using
evidence-based strategies in the absence of locally
rooted assessment and participation may lead to fur-
ther reinforcement of inequities among those people
who are most at risk. Community-engaged assessment
and strategy development, however, increase the likeli-
hood that health-focused partnerships will address the
causes of health disparities while also bolstering, rather
than damaging, local networks and existing safety-net
programs and projects.

PURPOSE

An increase in attention and funding toward obesity
prevention provides an example of the need for mul-
tileveled interventions to address SDH. There is an

established link between socioeconomic status and
health on a local level.>!® Researchers have associated
factors such as household income and the social impli-
cations of race/ethnicity with increased prevalence of
childhood obesity.'” Furthermore, food access,'® per-
ceived neighborhood safety,' and quality child care®
are all components of the socioeconomic paradigm
related to obesity and health status. These variables
change in each local setting, however, and must be
understood in that context. Programs that seek to
impact obesity and other health disparities require
community engagement to increase the likelihood of
sustainability and success.

In this article, we present a partnership among a
federally funded community health center, a nonprofit
funding agency, and academic faculty researchers that
swiftly incorporated community engagement and evi-
dence-based strategies in the project design. Our proj-
ect design was based on a U.S. Department of Health
and Human Services/National Institutes of Health/
Centers for Disease Control and Prevention assessment
and action model, Rapid Assessment, Response, and
Evaluation (RARE).?-* RARE is a time-efficient (six-
to eight-week) community-engaged research process
to address SDH. Our project, now known as Hermosa
Vida (A Beautiful Life), incorporated RARE into the
development of a coalition consisting of multisectoral
partners to enhance the health status of a community
that demonstrated deficient health equity.

METHODS

A group of partners conceived Hermosa Vida in early
2010 as a response to an urgent call to action leveraged
by a local pediatrician who, at the time, had observed
a sharp incline in obesity diagnoses at well-child visits.
A research team confirmed this observation during the
planning and research phase of the project, document-
ing overweight and obese (body mass index [BMI] for
age =85th percentile) measurements for up to 45% of
children at the local elementary school.** Though we
use the clinical term “obesity” throughout this article,
our research indicated a need for a focus on comorbid
conditions instead of weight to communicate appropri-
ately beyond clinic walls. The use of the term obesity
may result in miscommunication on the community
level. While BMI is not always the most accurate mea-
surement of obesity and comorbid conditions,” the
high incidence of these measurements along with the
experience of local pediatricians pointed to a serious
need for interventions.
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Study design
Upon identifying the need for intervention, partners
applied for and obtained a nine-month planning and
research grant to assess the local environment, includ-
ing a broad view of the SDH that were contributing
to obesity risk for local children. Researchers began
the RARE process by broadening the focus from the
stigmatized and deductive focus of obesity to lifestyles
in general to account for the complex landscape that
gives way to health disparities that are peripherally but
not always directly related to obesity. At an early meet-
ing with a local neighborhood association youth group,
young people engaged in a discussion about the need
for a positive association with the project—instead of
a focus on problems and stigmatized conditions—to
increase its success in the neighborhood. Members
of the group chose the project name “A Beautiful
Life”—Hermosa Vida—Nizhoni Lindd, incorporating
the three most widely spoken languages in the neigh-
borhood: English, Spanish, and Navajo. The project
quickly became known simply as Hermosa Vida. In
addition to the broad focus on SDH, the project also
initiated and continues to maintain a widened view
of social change and policy. Coalition members have
established a shared understanding of policy change
as those changes that occur in laws or rules that may,
for example, increase access to healthy foods, as well
as enhancements in the social environment where
people live.®

We describe the use of RARE to synthesize evidence-
based practices and community-engaged data collec-
tion in the design of practical public health strategies.
Our RARE project provides an example of how a mul-
tidisciplinary partnership can successfully triangulate
local knowledge, qualitative and quantitative research
results, and available evidence-based strategies to
enhance the health equity of a community. The end
result of our research and analysis was the development
of multileveled strategies to impact SDH through com-
munity- and policy-level change.

Study setting

We implemented this approach within a community
in northern Arizona. The study area is historically
known as the most ethnically diverse neighborhood
housing the highest number of low-income residents
in Flagstaff. According to an analysis of neighborhood-
level data using the American Community Survey,*
measures indicate that 46.7 of the community’s 6,700
residents live in some form of poverty and nearly 800
residents live in extreme poverty. Furthermore, about
45% of residents identify themselves as Hispanic or
Latino. Among non-Hispanic and Latino residents,

39.2% report that they are American Indian or Alaska
Native (Unpublished report. Combrink T. Sunnyside
neighborhood analysis of the Census five-year Ameri-
can Community Survey data prepared by Northern
Arizona’s Arizona Rural Policy Institute, 2011).

While this project has proven to be a successful
intervention in a low-income neighborhood, we suggest
that researchers and their partners could implement
this community-engaged model in a variety of settings
to address local SDH. The overall purpose of the design
is to draw on the localization of research results to
develop the most appropriate community-based strate-
gies. Therefore, the SDH (e.g., food access and housing
equality) that are of greatest concern to people in a
designated project are those SDH that will rise to the
top through the engaged assessment process.

Steering committee

The development of research and methods for Her
mosa Vida began by assembling a steering committee
including health-care providers, public health profes-
sionals, local community leaders, and residents of the
neighborhood. As a result of collaborative decision-
making, the planning and research phase of Hermosa
Vida incorporated data collection and analysis from
a team of RARE-trained community researchers who
completed several data-collection strategies, a data sub-
committee whose members compiled evidence-based
practices, and a public health graduate student who
compiled existing (secondary) local data.

Data collection

RARE provides training and a set of tools designed
for rapid use and analysis. Originally designed to
investigate the spread of human immunodeficiency
virus/acquired immunodeficiency syndrome in cities
around the world, RARE results in the development
of practical strategies to address risk in vulnerable
populations.?* A typical RARE-style project begins
with a lead researcher (or researchers) who identifies
and recruits people within a local population who have
knowledge and trust within that community (called
“community experts”) to interview for paid researcher
positions. These researchers then participate in an
intensive three- to five-day training where they learn
about different assessment tools, including interviews,
focus groups, surveys, and other research methods. In
the following weeks, the researchers engage both in
data collection (through the development and revi-
sion of research tools) and analysis (through half- or
whole-day meetings where they use analysis tools to
quantify and measure their findings). In the final
week of RARE, researchers work with research leads to
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use matrices and tables designed to identify practical
strategies to address identified health needs, draw on
existing resources, and work within existing networks
to enhance rather than disrupt existing community
projects run by organizations such as neighborhood
associations. These teams of community insiders and
academic researchers have the opportunity to identify
strategies for implementation that include plans on
how to continue community engagement throughout
the duration of sustainable interventions, such as the
development of coalitions. RARE allows community
members to address health problems quickly and
practically in response to policy changes or to obtain
funding for programmatic strategies. Our project drew
on the tools of RARE while also maintaining the flex-
ibility to create a project that was locally driven and
project specific.

Community researchers

To implement RARE for Hermosa Vida, an anthropolo-
gist and community organizer identified, interviewed,
and hired five local community members to become
researchers, following current standards for commu-
nity-engaged and community-based research.*?'-%
Project leads and the project community organizer
selected community researchers based on their exper-
tise as insiders and their position as people who were
enmeshed in local networks of trust within a neighbor-
hood of study. Community researchers represented
different ages, races/ethnicities, backgrounds, and
experiences, which enhanced the discussion and
analysis of research findings. Two anthropologists
conducted a four-day training session with community
researchers, incorporating their knowledge and experi-
ence in decision-making prior to and throughout the
assessment process.

Community researchers identified groups of people
who would be targeted for recruitment in research and
selected locally appropriate methods from the RARE
toolkit. The team selected surveys, focus groups, semi-
structured interviews, mapping activities, and obser-
vations as assessment tools. Community researchers
led the assessment, but the anthropologist assisted in
training, collaboration, and guidance. Each week, the
RARE team (i.e., the community researchers, anthro-
pologist, and public health graduate student) met for
one half- to whole-day session to develop new tools,
revise in-progress tools, and participate in ongoing
data analyses. Team members conducted an iterative
process of theme analysis of incoming data, including
interview notes and partial transcripts, surveys, maps,
photographs, and community researcher field notes.

Qualitative analysis focused on identifying the local
determinants of health consisted of pinpointing local
barriers to optimal health. Through this structured
process, local determinants emerged inductively from
the data, also assisting in the ongoing evaluation of the
saliency of such findings.***

Data subcommittee

Simultaneous to the RARE process, a separate group
worked to collect evidence-based practice literature.
This group acted as a subcommittee under the
umbrella of a larger Hermosa Vida steering committee.
Active members of the data subcommittee included a
pediatrician, an orthopedic surgeon who was active in
a statewide obesity prevention effort, a medical director
with expertise in public health and health policy, a pub-
lic health graduate student, a public health outreach
director, and two members of the local health depart-
ment with expertise in nutrition—all with a vested inter-
estin the neighborhood of study. Committee members
independently conducted research on evidence-based
practices, relying heavily on resources such as Cochrane
Reviews’ and the Morbidity and Mortality Weekly Report/
Recommendations and Reports™ specific to childhood obe-
sity. Members uploaded relevant academic and news
articles to a shared intranet portal. The subcommittee
met biweekly to discuss trends in the literature and
coalition projects designed with similar goals and target
populations that had demonstrable success through
a decision model to help project partners prioritize
recommendations and results.

Secondary data collection

A graduate student in public health identified and
collected secondary data sources within the neighbor-
hood and city of study. This researcher collected BMI
data from local school nurses, geographic information
systems-based mapping of food and recreation acces-
sibility, census demographics, income and employment
data, educational attainment, housing quality indices,
availability of quality child care, and crime statistics—all
providing a valuable analysis of the health status and
accompanying social determinants within the commu-
nity. The researcher compared quantitative measures
with similar measures within the greater city of study,
state, and nation. The purpose of comparison was
twofold: (1) to inform project planners of the social
determinants that may need to be addressed through
the forthcoming intervention and (2) to convey the
magnitude of the socioeconomic disparity to the fund-
ing agency.
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RARE triangulation process

At the conclusion of the eight-week data-collection
process, the team used a tool developed from the
RARE finding-recommendation-action matrix (Figure)
to analyze all three datasets in a multiphased process
of strategy selection. The group added two columns
to the RARE tool, including effectiveness measured
through evidence-based strategies and in-progress
neighborhood initiatives. During data collection, there
was an intentional separation between the RARE com-
munity researchers and the data subcommittee. This
separation allowed community researchers to analyze
data carefully with minimal bias that may have come
from previous exposure to evidence-based strategies.
The separation also allowed the subcommittee to col-
lect evidence-based strategy literature without guidance
from the findings of the local research. There was
not a separation between the public health graduate
student and the community researchers and the data
subcommittee, however, as this researcher acquired
RARE training and used information from both sources
to guide his selection of secondary quantitative data.
When it became clear, for example, that residents wor-
ried about crime in the neighborhood of study—thus
inhibiting their use of parks—the researcher obtained
crime statistics to further understand neighborhood
dynamics.

Once data collection was complete, the group of
community researchers met several times to discuss and
organize their findings as outlined in the RARE pro-
tocol. The researchers used a simple matrix to record
themes and continued an iterative process of theme
analysis while recording the incidence of data related to
each theme through interviews, focus groups, surveys,
and/or observations. Once community researchers
completed this phase of analysis, they removed themes
that were not well supported by data collection.

Through brainstorming sessions using the revised
finding-recommendation-action matrix, the team devel-
oped theme-specific ideas for community interventions.
During this process, those community researchers who
were neighborhood and/or city leaders (i.e., com-
munity insiders) aided the team in contextualizing
project ideas in existing programming. The project
partnerships, for example, facilitated the co-location
of an obesity clinic inside a local school with the intent
of removing barriers to care, such as lack of transporta-
tion. The recreation department also worked with the
school district to assist with directed physical activities
during existing after-school programs. The team also
eliminated or revised strategies when it became clear
these efforts were already underway through the lead-
ership of another local organization. Strategies were

either removed altogether or modified to reinforce
and build upon the existing practices, helping with
the community engagement of the project by sup-
porting existing assets and responding to previously
identified needs.

Once community researchers edited their list of
strategies, they brought the list to the data subcommit-
tee. Members of the data subcommittee compared each
strategy with evidence-based practices and prioritized
strategies that had shown success in similar projects
elsewhere. The team then further eliminated strategies
by identifying where there was or would be support
to develop and continue programs, and where the
resources of a grant application could cover the cost
of implementation. Nearly all of the selected strate-
gies that originated with the analysis of community
research were compared with local data and evidence-
based practices. The one exception to this process
was the development of a policy coalition. Interview
and survey participants recognized policy changes as
a key process to achieving overall wellness; however,
few participants pointed to a common understanding
of “policy” or identified the development of a policy
coalition as a goal. The idea for a policy coalition
emerged out of local data analyses and in response to
recommendations that obesity prevention and well-
ness projects are most effective when they include
upstream interventions that operate at the policy level
or primary prevention approaches focused on changes
in local policy and ordinance. With a focus on policy
as a target for intervention, the plan for the execution
of a policy coalition centered on the development of
a community-based coalition that could operate on
its own as a continuation of the community-engaged
roots of the project.

The assessment concluded with a report outlining
the assessment, as well as a list of suggested strategies.’
Researchers designed the report specifically for use by
community groups that intended to apply for funding
for additional strategies and around continued devel-
opment in identified areas. Researchers released the
report within six months of completing the assessment.

OUTCOMES

Hermosa Vida research and planning resulted in the
selection of multiple strategies for enhancing the
safety net and addressing the SDH in one U.S. city.
The community health center (i.e., the fiscal agent
and lead organization) and project partners collab-
oratively wrote and submitted a follow-up grant and
received funds for a three-year coalition-based project
to implement the selected strategies. Project staff and

PuBrLic HEALTH REPORTS / 2013 SUPPLEMENT 3 / VOLUME 128



v/ 'd uo panunuoo

s+ Buluepieb

pue uonNquLIsIp
sonpoud
a|qisseooe ybnoayy
uondwnsuod
a|geieban pue
1nu} Buiseauour u

usp.eb |ooyos
Bunsixa ue si
I8y} Usnamoy
‘uonnguisip
sonpoud s

"uspieb |ooyds
puedxa pue poddng
PEMICR)

Aunwwod paysniy
1e siseq Ajy@am uo
150D MOJ 10 Ou 1e
sonpoud spinoid 01
SAREINU] /SO [e20]

syqey uondwnsuod u
sebueyp/uondwnsuod
aonpoud jo sainseaw
Jay10 U0 skaning e
slawoisnd 1eaday e
suonnquisip

spoo}
Ayyjeay o} ssedoe

aouelsip Bunjjem
uiyim aonpoud ysauy
UM S193JBW [|ewsS ON e
siseq
Lm_Jmm;_ B UO salols
0} uonepodsuely
Yum Aoy e
pooy

'siseq JejnBas e uo
sal|lwe} 01 a|qe|leAe
aonpoud Ayyjeay
pue ysalj Bunew
Aq pooy Apesy

SO ou Apualn) ss220Ns Moys sdg3 e  oonpoud jo uaquinN e yrm diysisuped wio4 e o1 yum s|doay e 0] $$920B 9SB3IU| o Ayrjeay 01 ss200Y
2"suonuaAIaUIl
Joineyaq Bunes
ul sianibaled
Buipnpur jo
a@ouepodwil
MOYS s4gT e
po"S@INSEaW
ssaujom Japo 'S9IIAIDe SS808
pue ssauj Ul ssouny [eoishyg o PRIMONAS JuBWRdW]
syuswenoiduil pue Koels1l| poo4 e 's1yBiu saniAnoe Ayyjeay $S928.1 PAINIONIIS e "SOIINOSSI [RIDURUI JO
S91)IAIOE SS908l sabueyd Bunjood pue Bunes ul Bunedipiued oy sallIAnoe /PUB SWI} JUSIDI4NSUl
painioniis usamiaq Kyanoe papodai-jjos -Ayieay ,uny Ajwey, sialueq [eiodwal pue Bunes-Ayyjesy pue podau 1nqg seopoeid
uone|eliod pue uonoejsines e 1uswa|dwi 01 jooyds |eloueUIl} JSIUNODUD Burjood Ayunwwod  Ayyjesy jo ebpajmousy
SO auoN 21e2Ipul S4g3 e 90UBPUSNIE JUSAT e [€20] Ylim uejd a1e81) e oym sal|jiwe] e |o0Yos-Ialy e SABY SIUSPISOY
¢lesodoud juesb  sanizeniu SuOlIBPUSWWODSI §5900NS JO saAl0alqo sousipne 19bie| SUOIIEPUBLULLIODSY sbuipuly :Buinlj
ur epnjou| ssasboud-uj dg3 ainseswi/uoienjeny uejd uolpy Ayxesy o1 siaLeg

q0L0Z W A1 *S°N udarsaminos e ul A31saqo 1equiod 03  Xiijew uolde-uonepuswwodal-buipuly paidepe ue jo sjdwex3 aunbig

Pusric HEALTH REPORTS / 2013 SUPPLEMENT 3 / VOLUME 128



ainynoube papoddns-Aunwiwod = s

aonoeld paseq-eduspine = dg3

Biouore|nojedyleayAIUNOD//:dnY YN twoly B|qe|ieAY [€] ged £10Z PaMd] J0iendjed yieay AUnoD) "spasN UBWNH Uo Jajuad) ‘AUSISAIUN Yljeamuowwo?) elulbiiA,
"09-€£78:/G'€00Z PRIN 195 20§ "Uijeay 1o} suonedidwi s} pue 8Injonils dIWouode pooyloqybiau Aljenbsur swoour pue ‘esusnjye ‘Apsnod vy Aeubed ‘YD Bulumolg ‘A U\
"16-8/:92700Z A9y [olwapidy jle} Os paules| am aAey jeym :yyeay pue Aujenbaul swoou) °| Iyoemey| ‘AS uelueweigng,

"€£-99%1:L011 10T YHESH 21qnd [ wy “uondwinsuod ajqeiaban
pue 3Ny uo uonedpiued uspiel AUNWWOD pue 'soNaYISee POOYIOqYBIaU ‘JUSWSA[OAUI [BIDOS JO 82USN|UI BY] V[ [[BYSIe|N ‘|\ Neusyang ‘A djeH ‘SIAl uigin] ‘F|A 19peqoos ‘Sr 1y

'6-€09:88'866 | YHESH 21|qNd [ WY "BI0SBUUIN
‘Ined 1S ur weiBoid sn|d Jomod Aeg-e-g ayy :uaip|iy> Buowe uondwnsuod ajge1aben pue 1niy Buibuey) e 18 ‘sg zanopng My she ‘NQ Aeuniy ‘o Jojkel ‘gq doysig 1D Auiad;

jpdyBiamAyyesy/ypd/s00z/sgnd/nenoB msuryyjeay mmm//:dny YN Jwoly
a|gejleny ‘[ unf £00Z PaHd] MSN Ut uieb 1yBiem Bunuanaid pue yBiem Ayyesy Bunowoid soy suondo 1sag ‘uonuINN YyesH dljgngd 104 213ud)) ‘yieaH Jo uswpedaq ssjep) Yinog maN,

£-101S:Z 1ddng 4€:4,00Z PaIN Asid “doyssuom Buidud pue ‘Aoijod Quswiuoiiaus a|qeIsban pue 1ini) [SaAeRIUI PUE Y2Ieasal Paseq-[o0yds H J19|SY2apA VS Youald,
"08-G/S:Z 1ddng 64007 PN A8id “eBueyd |eruswuoiiaue pue ‘Bupdud Aoijod iseiunwiwod pue saiols A192016 ul eyeiul a|jgereban pue uniy Buiseaioul 1oy sa1Ba1ens Ty YooieA ‘Y zue|Ds

'6002 ‘UOIBPUNO UOSUYO[ POOAN Haqoy
{(PN) uoreduLd Aliseqo pooyp|iyo 1usrsid pue seniunwwod Ayijesy s1eaid 0} Buplom sispes| 81els pue [ed0| Joj apIinb e 11|00 saibalens Uondy "seiunwwo?) AyijesH Joj diysiepesT,

PE-22:SE/00Z SOIYIT PO MeT [ "9dusdsajope 0} uondaduod :ojAeyad Bunes uo adusanjul [elualed T yadig ‘Or Jaysi4 ‘Sr abeneg,

"Z10Z ‘UOnepuUNO UOSUYOr POOAA Haqoy
{(FN) UOedUL | HOYOD Wou) synsal pa1os|as :syiomAeld jo juswiuadxe paziwopues e woly sBuipul] ‘|e 18 “ YdLISaAN 'y uopuo] ‘Hy ppod ‘N Jejkeg 'S Awnping-sawer ‘|\ 18y99|dp

‘[el 9e4 €10z pauo] jpdusded ad-ed/ypd/soiwspese " pueyijeay,yinokAyyjesy/AoB opo mmm//:dny YN (Woly s|qejieAe os|y ‘010z {(SN) S92IAISS ueWNH pue yiesH
Jo juswpeds( :ejuey "eduewopad dlwepede pue ‘uoneanps [ediskyd Buipnjour ‘Alianoe [edisAyd paseq-jooyds usamiaq UoneIDosse 8y (M) UONUSASI4 PUe |0J1U0D) 8sessi Jo} sisjusd,

7002 ‘(SN) s921AI9S ueWING pue YljeaH 4o Juswpedaq eluepy ‘|enuew sjueddipey ‘saipnls asuodsas pue juswssasse pides wouy
e1ep anneljenb Jo siskjeuy (Sn) UOIUSASIJ PUB [0JJUOT) 8SeaSI(] 10} SI9IUSY) "S|apowW Uonoe 0} siskjeue (Uoien|ead pue asuodsay Juswssassy pidey [euoneutaiu]) Jyvy-| wou pardepy,

‘Buinl] Aypjesy o1 sisiueq aseaidap pue sajfisayl| Ayieay Bunsixe sjowoid pue Apuspr o) aiem sjeob ayr pue ‘sajkisayl| Ayyjeayun pue Ayyjesy Uo pPaIsjusd aWwsLl aY] .

‘pooyloqybiau

(seAien Ul BY1 Ul UoOW Ul “ualp|iyo Joy sajh1sayl|
Bunsixe poddns aanemiur siyy 3es Ayyjeay o1 sseooe
ued salbejesis 03 uoleziueblo paiWI| pue awi
Jayio ybnoyy) 1yoiduou B Yyum . 'SaW0IN0 Lijeay anuanay e saiunpoddo U9210s 2I0W Ul S}jnsal
ssalboid Buppom Apeasje sopeq pue Aujigein sassauisng ||jews ssauisng O} ssad0e sianibaled Joj Aed moj

ul Apeal)y S| UOI1BIDOSSE DIUWIOUODS USaMI( Mau Jo Aljigeuleisng e aABY J0U Op pue 'sdnpeis  je sinoy Buppom Buo e
poouyioqyBlau  uonejeuod Buols sassauisng aAneIUI Ajjepueuly BuiB6ns ssaulsng [|ews Jo} spuom pred-jjam 1oy

OoN syl 21eDIpUl SdgT e [[EUWS MBU JO JOQWINN e ssauisnqg [[ewsS e ale oym ajdoad e senunpoddo aseanu| o Auunpoddo jo e e

¢|esodoud juelb soAllenIul SuOlIBPUSWWODSI §5900NS JO saAl0alqo sousipne 19bie| SUOIIEPUBLULLIODSY sbuipuly :Buinlj

ur epnjou| ssaib0.d-uj 493 ainseswi/uoienjeny uejd uolpy Ayxesy o1 siaLeg

40102 u A31> *S°N us93samyinos e ul A}sago 3equiod 03 Xiijew uoljde-uoljepusawwodal-buipuly paydepe ue jo sjdwex3 *(panunuod) ainbi4

PuBrLic HEALTH REPORTS / 2013 SUPPLEMENT 3 / VOLUME 128



SYNTHESIZING EVIDENCE-BASED STRATEGIES AND COMMUNITY RESEARCH

& 75

partners received three-year implementation funding
in 2011, and selected strategies have begun to show
measurable community-wide change.

The triangulation process originally resulted in
more than 20 potential strategies, which the team
systematically narrowed down to a comprehensive 6-9
multileveled strategy design. The remaining strate-
gies were those that team members deemed to be the
most realistic, practical, highly valued, and potentially
impactful ideas that were supported by published evi-
dence. Selected strategies included the implementation
of structured recess (i.e., organized activities during
recess time to help educate and involve students in
healthy sports and games) to increase the amount
of moderate-to-vigorous physical activity, after-school
activities, educational and nutritional family fun nights,
a school-based obesity prevention clinic, free produce
distribution in partnership with a local community-
supported agriculture program, two additional assess-
ments on patient-physician communication and local
parks use, and the development of an autonomous
wellness-based policy coalition. The plan also included
a strategy for community-engaged evaluation imple-
mented by an internal evaluator.

Due to the community-engaged aspect of the project,
the implementation of RARE findings included buy-in
from local leaders, who were excited about participat-
ing in a project that incorporated the longstanding
community relationships and progress they had made
toward changing their community over time. For
example, the process itself effectively addressed SDH
by using local assets, providing training and skills to
community researchers, and enhancing rather than dis-
rupting local assets and knowledge of the community.
Existing leaders and other community members also
appreciated the project’s design, which intentionally
supported activities already in progress or internally
identified and prioritized, rather than attempting to
transpose evidence-based practices without understand-
ing the priorities of the people who lived in the area
of study.

Limitations

There were a number of potential limitations to the
observations developed by this study. Most of the limita-
tions concern the issue of quality-control mechanisms
for data collection and analysis. The primary method-
ological limitations for RARE have been thoroughly
identified and answered in the rapid ethnographic
assessment methodological literature.?'* They gener-
ally concern oversampling and subsequent generaliz-
ability,* systematic representation of all salient cultural
constructs,™ and systematic data analysis, rather than

anecdotal or biased analysis.?? Essentially, the method-
ological design of the Hermosa Vida project addresses
these limitations. For example, did we talk to the
right people (cultural experts sampling design)? Did
we ask the right questions (reliability through review-
ing to redundancy)? Did we miss anything (reliability
through saturation)? Did we correctly represent the
observations (validity through our validation feedback
loop)? The overall design followed the recommended
methodological conditions to mitigate generic threats
to data collection and analysis that have been discussed
in the public health literature.?

LESSONS LEARNED

We provide this structure for strategy development—
drawing on RARE—as a framework for bolstering
coalition-based efforts and to meet the need for a
more inclusive approach toward strategy development.
We suggest that an exclusive focus on evidence-based
strategies or a reliance on a single qualitative inquiry
both lead to incomplete results and unsuccessful sub-
sequent interventions. RARE allows for a structured
process to develop locally appropriate strategies with
the incorporation of existing community networks,
while also considering lessons learned from evidence-
based strategies. In practice, strategies that are locally
sound and reflective of evidence-based practices may
be more likely to succeed. This model facilitates com-
munity involvement in the investigation of health
inequalities and the design of appropriate solutions.

The push for evidence-based methodology is strong;
however, when the health concern is multifactoral and
involves SDH at the local level, the existing evidence
may not provide the perfect protocol. Therefore, it is
necessary for project planners to triangulate all avail-
able information and use evidence-based strategies as
a rough guide. The increased likelihood for lasting
change is rooted in the fact that community-engaged
assessment supports rather than disrupts existing
community networks and assets. We found that using
existing local trust networks and supporting commu-
nity momentum can be applied to target health con-
cerns and policy change that is harmonious with local
knowledge and ideas already in motion. RARE designs,
which incorporate evidence-based practices alongside
community-engaged research, provide a foundation
and process for understanding how evidence-based
practices can be more fully integrated into local con-
texts while increasing the likelihood for lasting change
to address SDH.
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