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The purpose of this document, based on feedback from underserved 
communities on outreach and engagement that emerged in the 
context of a project on prevention and early intervention, is to: 

1. Introduce guiding principles of community engagement with underserved com­
munities; 

2. Outline some guiding questions to assist counties in their MHSA community out­
reach and stakeholder processes; 

3. Suggest specific strategies for County Mental Health Departments to nurture 
sustained and equitable partnerships with communities. 
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BUILDING PARTNERSHIPS: KEY CONSIDERATIONS WHEN ENGAGING UNDESERVED COMMUNITIES UNDER THE MHSA 

I. BACKGROUND 

In November 2004, California voters passed Proposition 63, which became a state 
law entitled the Mental Health Services Act (MHSA) on January 1, 2005. The Act has 
created the expectation of a comprehensive planning process within the public mental 
health system that is inclusive of underserved communities over-represented among 
California's most vulnerable populations, such as ethnically diverse, poor, uninsured, 
and geographically isolated. The Act seeks to transform the mental health system 
to a "help-first" approach, such that ethnic communities, clients, family members, 
community-based agencies, providers, public agencies, and other stakeholders in the 
mental health system are key partners in the decision-making process. Given the fact 
that California is leading the nation in diversity, partnering with diverse communities 
is essential to transforming the state's mental health system. 

In this document, we present an example of a community engagement process con­
ducted by the UC Davis Center for Reducing Health Disparities. This nine month 
project in community outreach and input was designed to extend the California 
Department of Mental Health (DMH) stakeholder process to increase the participation 
of underserved communities in providing input on DMH principles and priorities for 
the Prevention and Early Intervention (PEI) component of the MHSA, and to lay the 
foundation for ongoing engagement with and input from underserved communities. 
To that end, this preliminary process utilized both key informant interviews and focus 
groups to gather information on the needs, priorities, community assets and views on 
PEI of underserved groups. Given the short time frame, this process was not exhaus­
tive. In the context of collaborating with various community groups, participants 
shared particular perspectives on outreach and engagement, and more broadly, their 
hopes for how MHSA might impact their communities in meaningful ways. These 
stories and the principles of community engagement that guided the data gathering 
process may provide County Mental Health Departments with an example of com­
munity engagement processes and illustrate some key considerations in conducting 
community outreach and engagement. We begin by defining key terms, then present 
principles of community engagement, lessons learned, and future directions. Through 
out the document we include quotes from individuals from unserved and underserved 
communities with whom we began a conversation around the MHSA PEI opportuni­
ties and needs. 
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I I. DEFINITION OF KEY TERMS 

Historically unserved and underserved communities are those groups that either 
have documented low levels of access and/or use of mental health services, face bar­
riers to participation in the policy making process in public mental health, have low 
rates of insurance coverage for mental health care, and/or have been identified as 
priorities for mental health services. 

Cultural brokers may be state and county officials working within county men-
tal health departments (such as Cultural Competence/Ethnic Service Managers) or 
administrators and providers working outside County Mental Health Departments 
(in departments such as public health, social services, and education) who have prior 
knowledge and trusting relationships with particular communities. In addition, 
cultural brokers may be community activists, advocates working at the state or county 
level, as well as county or state level non-governmental organizations (with estab­
lished trust and credibility in particular communities) . For Native American com­
munities in particular, contact with appropriate tribal organization leaders is a critical 
first-step. The role of cultural brokers includes: 

• Describing the history of particular communities in accessing services via govern­
mental agencies (e.g. , levels of trust, degrees of marginalization, etc.) .  

• Sharing knowledge of community-based organizations and community leaders 
who may be able to assist with the engagement process. 

• Assisting with formal introductions to particular community leaders (who can 
serve as key informants) to begin the process of outreach and engagement. 

• Reviewing appropriateness of documents to be disseminated to communities 
including informational flyers in different languages, drafts of memoranda of un­
derstanding, consent forms, etc. 

Key informants are generally directors of community-based agencies, individuals who 
serve key roles within particular communities (tribal councils and leaders, religious 
leaders, community activists, health educators, etc.) ,  and those who are actively en­
gaged in community health promotion at the grass-roots level within communities of 
concern. The role of key informants includes: 

• Assisting with mapping existing community-based services, community resources 
and assets, and gathering information about community concerns and priorities 
regarding mental health (interview formats may be useful in systematically gather­
ing this information) . 

• Identifying opportunities within the respective counties for collaboration and 
co-learning to take place between PEI initiative staff and agencies serving the 
communities of interest. This coming together can help PEI initiative staff to 
familiarize themselves with community assets and concerns and to share PEI op­
portunities for communities. 
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• Helping to determine the most culturally and linguistically appropriate methods 
to engage community participation. lf focus groups are being considered, it is 
important to consult with key informants regarding the feasibility of conducting 
focus groups (if that is thought to be a useful method for engaging community 
members in discussion) , the priority groups and participants to include, the 
appropriate venue, the need for child care and transportation, and the type of 
incentives to offer. The key informant should be well versed in the purpose of 
the community gathering. Often it is helpful to have the key informant present at 
community engagement meetings and focus groups. 

• Ensuring that any gathering of community participants (including focus groups) 
occurs in safe places, is accessible by public transportation and other means, and 
occurs at times that are feasible for the target and interested participants. 

• Facilitating the sharing and dissemination of information gathered as well as dis­
cussions about planning and implementation of programs. 

Questions for County Mental Health Departments to consider in seeking input from cul­
tural brokers and key informants: 

• Who are the community leaders (where does power reside within the commu­
nity)? 

• How are the governmental agencies providing services in the community per­
ceived? 

• What have been the history and/or perceptions in terms of relationships or lack 
thereof between targeted communities and county mental health departments? 

• What are meaningful and feasible ways to transfer resources into the community? 
(e.g. , hire and train facilitators and outreach workers from within these communi­
ties, ensure that community organizations providing care to underserved vulner­
able populations have infrastructure support) . 
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Background information on the 
project given by CRHD to all 
community participants: 

"In 2004, California voters passed the 
Mental Health Services Act (MHSA). 
The MHSA makes additional tax money 
available to counties to improve their 
public mental health system. Last year, 
the state began distributing some of this 
money to counties for programs that 
focused on treatment of mental health 
problems. This year the state is entering 
a second phase of spending in which 
they will give counties funding from the 
MHSA tax for programs that prevent 
mental health problems before they 
occur or prevent them from recurring. 

But before beginning this process, the 
state DMH wants to hear directly from 
communities about their needs as well 
as their assets and resources. This 
information will be used to help counties 
develop their plans and programs for 
preventing mental health problems. 
We have been asked by the California 
State Department of Mental Health to 
help them reach out to communities and 
find out more about their thoughts on 
mental health, the kinds of mental health 
problems they see in their communities, 
and the types of services that might help 
prevent mental health problems from 
developing ... " 

Engaging these communities also 
meant that all input on the improvement 
of access and utilization of mental 
health programs and services by these 
vulnerable population groups obtained 
from community members would be 
shared with DMH, as well as with the 
communities themselves. In addition, the 
research team assured participants that 
the recommendations made regarding 
how to encourage ongoing, meaningful 
input and participation in the planning 
and implementation of PEI initiatives of 
the MHSA would be passed along to 
County 

Ill. INITIAL STEPS FOR OUTREACH TO 

UNDERSERVED COMMUNITIES 

A. Identifying Historically Unserved and 
Underserved Communities 

To define historically unserved and underserved 
communities in a given county in California, County 
Mental Health Departments might: 
Use US Census data, which is readily available via 
internet, to determine which populations (1) are 
geographically isolated from service providers; (2) are 
linguistically isolated from service providers; (3) are 
culturally and socially isolated from county and state 
agencies; and/or ( 4) have limited social and economic 
resources to access available care. 

Use DMH data on county-level penetration rates in 
various ethnic communities. 
Identify, assess, and analyze available sources of data 
that can be used to better identify and characterize 
underserved communities (e.g. national and statewide 
data sources such as the California Health Interview 
Survey (CHIS), the National Comorbidity Survey­
Replication (NCS-R), or local data bases from other 
agencies). 

Link county level service utilization data to census 
data on county populations so that County Men-
tal Health Departments can determine the type and 
amount per capita of services that are being provided 
to each of the groups that are likely to be underserved. 
By linking these data, County Mental Health Depart­
ments may map the locations of their services, the 
residences of those using county mental health ser­
vices, the distribution of diverse communities within 
their service areas, and identify gaps in services by 
geographic locations. 
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B. Community Engagement 

Community engagement has been defined over the 
last two decades in multiple, evolving ways 1• One 
definition of community engagement is "the process 
of working collaboratively with relevant partners 
who share common goals and interests" 2• It involves 
"building authentic partnerships, including mutual 
respect and active, inclusive participation; power shar­
ing and equity; mutual benefit or finding the 'win-win' 
possibility" in the collaborative project 3• The emphasis 
on community engagement promotes a focus on com­
mon ground and recognizes that communities have 
important knowledge and valuable experience to add 
to public stakeholder discussions. 

The community engagement process undertaken by 
the UC Davis Center for Reducing Health Disparities 
is based on Community Based Participatory Research 

5and asset-based community development 4• · 6• The 
Community Based Participatory Research and asset­
based community development perspectives recognize 
that people who live in communities where any data 
gathering is conducted have the right to participate 
in the process of defining problems, in mobilizing as­
sets and strengths (individuals, social networks, and 
institutions) as well as in designing and implementing 
interventions and solutions. 

ln the next section we describe principles for initial 
engagement with racial and ethnic minority and un­
derserved communities (see Table 1) . ln Table 2, we 
further these principles with more general consider­
ations by providing a framework that counties can use 
as they strive toward the transformation of the mental 
health system espoused by the MHSA. The principles 
of engagement outlined and discussed in Table 2 are 
significant for underserved groups. However, when 
engaging with these communities, there is the addi­
tional need to observe and acknowledge cultural and 
language protocols needed to establish trusting and 
meaningful relationships. County mental health de­
partments without significant experience working with 
diverse communities may consider seeking additional 
technical assistance and guidance from other coun-
ties with successful models of community partnership 
building, and/or consulting groups who share the same 
culture and language of target population subgroups 
and who have a track record of working effectively 
with underserved communities. 

"I think that when you have this 
type of thing, you have to start it 
at grass roots level. And it is all 
about language access. It is about 
confianza (trust building) and it takes 
a lot of work. And you are talking 
about going out to the community 
and talking to la gente (the people) 
about what it is they want or they 
see or they need. If you start thinking 
that you need more clinics when you 
really need a baseball diamond or a 
soccer field. You know, you are not 
going to see what the people really 
want." 

Rural provider 
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"One of the meetings that I attended 
was, there was a recommendation 
from one of the county staff to have 
our mental health patients come to 
a public forum and tell their story. 
Well, this is something that is done 
frequently in mental health ... Because 
of what my value and my traditions 
tell me, you know, my patient comes 
to see me and we're in session and 
you know, that, I tell this all the time, 
that is holy ground, you know. They 
come and they spill their guts. A 
lot of pain there and so that area 
is sacred. They ask me, county 
people say, come and parade your 
patients in front of us. Have them 
tell their story. I think that is such 
a disgrace for you to ask me to do 
that. I will not do that. And I put it 
this way, doing your probe of the 
swine, because the same thing will 
happen, they will sit there and say, 
oh that is a sad story, and it will 
get shuffled, it will get put away. 
That is all for naught. And I am not 
willing to do that with my patients. I 
value them too much. Their stories, 
their lives, their pain is not to be 
paraded around like that in the name 
of gaining funds, in the name of 
providing consumer comments and 
things like that. You know, this is the 
approach that counties have with our 
people and that really goes against 
traditional values. That is sacred. 
That area is sacred. They are sacred 
, what they have gone through is 
sacred ... and I don't think county 
understands that because they are 
there, they are insulated. They don't 
understand. They need to come to a 
circle, a healing circle and hear the 
stories themselves. We can't go to 
them and parade them around like 
that. And I really resent when I am 
asked to do that. It hurts me, as you 
can see." 

Native American provider 

C. Principles of Community Engagement 

For a successful community engagement process, 
counties need to: ( 1) pay attention to histories of 
marginalization and mistrust; (2) have transparent dis­
cussions of power; (3) build on community strengths 
and local knowledge; ( 4) encourage cooperation; (5) 
identify opportunities for co-learning; (6) make im­
portant efforts towards sustainability, systems develop­
ment, and capacity building; and (7) make important 
efforts to protect the well-being, interests, and rights of 
communities. (Summary of Principles of Community 
Engagement can be found in Table 1) . 

1 . HISTORY OF DISCRIMINATION, 

MARGINALIZATION, AND MISTRUST 

Racial and ethnic minority groups are at increased risk 
for mental health problems given exposure to discrimi­
nation and racism as well as elevated levels of poverty 
and social and geographic isolation. Racism and dis­
crimination are directly associated with psychological 
distress and major depression. The Surgeon General 
concludes, "Racism and discrimination are clearly 
stressful events . . .  [ that] adversely affect health and 
mental health . . .  and place minorities at risk for mental 
disorders" 7

• 

Despite this heightened risk for mental illness, racial 
and ethnic minorities have limited access to mental 
health services. A major barrier for racial and ethnic 
minority communities to accessing mental health 
services is the lack of appropriate language services. ln 
2000, more than 12 million Californians age five and 
over spoke a language other than English (including 
Spanish, Hmong, Vietnamese, Cambodian, Laotian, 
Armenian, Korean, Russian, Arabic, Mandarin and 
Tagalog) . Despite Title Vl  of the Civil Rights Act of 
1964, which mandates that health systems receiving 
federal financial assistance have a responsibility to 
ensure meaningful access to their programs and activi­
ties by persons with limited English proficiency (LEP), 
and requires that language services be provided free 
of charge, language barriers continue hinder access to 
mental health treatment. 
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The mental health of racial and ethnic minority com­
munities is also threatened by the differential treatment 
and poor quality of care they receive. Although these 
communities are underserved in the voluntary mental 
health care system, racial and ethnic communities-in 
particular African-Americans and Native Americans­
are overrepresented in coercive and involuntary mental 
health care services 8, 9. 

In addition, these communities, in particular Afri-
can Americans, are disproportionately misdiagnosed, 
resulting in incorrect treatment. African-Americans, at 
twice the rate of whites, are prescribed the older gen­
erations of antidepressant or antipsychotic medications 
10 and as a result suffer from tardive dyskenesia, an ir­
reversible movement disability caused by antipsychotic 
medications. Finally, communities of color, at signifi­
cantly higher rates than whites, receive higher doses of 
high side-effect medications, are subject to involuntary 
medications and are disproportionately subjected to 
restraints. 

Major disparities also exist in access to and appropri­
ateness of mental health care for Native Americans. 
For Native American communities, difficulties in 
access to mental health treatment are compounded by 
concerns regarding high rates of suicide and substance 
abuse. For many Native American communities, tradi­
tional healing practices play a central role in address­
ing mental health concerns. However, these practices 
are often not afforded the attention or respect given to 
mental health treatments espoused by Western psycho­
logical theory. This dismissal of traditional practices 
exacerbates the mistrust that Native American commu­
nities have of county and state mental health systems. 

Lesbian, gay, bisexual, transgendered or questioning 
identified people (LGBTQ) are also at risk of mental 
health problems as they "have been killed for their 
sexual orientation, had their children taken away, 
gone to jail, been forced into treatment, been hospital­
ized against their will, been hassled and beaten by the 
police, denounced in religious institutions and forced 
out of jobs" 11• The discrimination experienced on a 
daily basis by LGBTQ identified people is harmful to 
their mental health and is reflected in high rates of 
depression, substance abuse and suicide. According 
to a 1989 United States Department of Health and Hu­
man Services report" . . .  gay youth are 2 to 3 times more 
likely to attempt suicide than other young people" 12• 

"If [place] doesn't like the way he 
[mentally ill person] is acting after 
72 hours, according to them, they 
observed him up to 72 hours, and 
they don't like the way he is acting 
within that period of time, they can 
lock him up for another 14 days. 
They keep him, worse thing they do 
for a mental health, somebody who 
is mentally unstable or whatever 
you want to call it, you know what 
I mean. Lock them up . ... but you 
haven't heard the worse of it. The 
next part of that is, they don't see 
you are acting properly. They can 
keep you 30 days, And if they 
don't think that you are properly, 
the system is designed to take that 
person and put him in a mental 
health system, lock him up for a 
period of six months in a mental 
institution. Six months to a year," 

African American adult 
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Engagement of historically unserved and underserved communities - such as racial 
and ethnic minority groups and LGBTQ identified people - by county or state depart­
ments of mental health has thus been limited by marginalization. Marginalization 
refers to their isolation from 'mainstream' society due to linguistic barriers, geographic 
isolation, history of oppression, racism, discrimination, and poverty. Such experi­
ences are inextricably linked to community perspectives on social services and health 
care delivery, often tied to frustrations interacting with a system that may feel foreign, 
unfriendly, impersonal, and insensitive. 

Connected to marginalization and frustrations with a system that fails to meet local 
needs is a sense of mistrust of governmental agencies grounded in these communities' 
oppression. Any engagement with unserved and underserved communities requires 
attention to the ways in which they have experienced governmental attempts to 'help' 
in the past. Mistrust may include stories of how governmental agencies have deter­
mined 'needs' of a community without consulting with the community being served, 
promised particular services that were never delivered, or come into a community 
with a service or program that was not sustained. 

Questions for County Mental Health Departments to consider with input from unserved and 
underserved community members: 

• What types of marginalization is this community experiencing (e.g. , geographic, 
linguistic, poverty, limited education, discrimination)? 

• What is the history of local, state, and federal agency interactions with this par­
ticular community? 

• What mistakes have been made in the past? 
• What are the sources of mistrust? 
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2 .  POWER 

Related to the experiences of marginalization and 
mistrust among unserved and underserved communi­
ties is their awareness of the significant differential in 
power between governmental agencies and local com­
munities. The power differential creates challenges for 
developing meaningful and genuine partnerships. Both 
symbolically and practically, governmental agencies 
have access to resources (e.g., financial, institutional, 
people, social networks) that many underserved com­
munities do not. 

While the power differential can appear insurmount­
able, explicit recognition of and transparency about 
power can begin to shift the conversation with 
unserved and underserved communities. Commu­
nity participation in policy and programming can 
be explicitly encouraged through specific activities, 
including creation of community advisory boards 
comprised of grass-roots level individuals, memoranda 
of understanding with community groups assisting 
with outreach and engagement, as well as employment 
of multilingual/multicultural cultural brokers as part 
of the County Mental Health Department workforce. 
When appropriate, resources should be allocated to 
the communities, including reimbursing community 
agencies, leaders, and members for their time in pro­
viding input to governmental agencies. 

" [Hea lth ca re offic ia l s  ask] ,  Okay, 
what k ind of people shou ld  we 
treat, shou ld  we treat that man ,  or 
shou ld  we treat the r ich man  who 
has more money and they can pay 
for services . . .  i t  i s  qu i te obvious, you 
know, money is  the root of a l l-evi l 
when it comes to the U n ited States . 
I fee l ,  you know, because who ever 
got money, you know, is go ing to 
the best of whatever. " 

African America n adu lt 

"There a re ma ny, many native 
profess iona l  people and  they 
rea l ly don't get the recog n it ion that 
they deserve . And I go to a lot of 
d i fferent tra i n i ngs  and th i ngs  l i ke 
th i s .  They a re very seldom offered 
by a Native professiona l  perso n .  
They a re offered b y  somebody who 
has p icked the i nformation up  from 
somewhere that, but they a re not 
offered by a Native person and a lso 
very i m porta nt is  when you look 
at a Native profess iona l  person ,  is 
that person a lso representative of 
the com m u n ity. Are they i nvolved 
in the com m u n ity itself? Are they i n  
touch with that? Because i f  they a re 
not, then maybe the i n formation that 
I am getti ng is  not as releva nt as i t  
cou ld be . "  

Native America n provider 

" I n  term of hea l i ng or treati ng the 
s ick, many of us  sti l l  wa nt to practice 
the trad i tiona l  way of hea l i ng . But 
many ti mes the law proh ibi t .  Many 
ti mes we a re to ld ,  we ca n 't practice 
the trad i tiona l  way of treati ng or 
hea l i ng the s ick perso n .  This a lso 
causes a lot of m isu nderstand i ng . "  

H mong com m u n ity leader 
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I n formation can be gathered us ing 
i n-depth i nterviews or focus  g roups, 
as wel l  as  i n  com m u n ity foru ms or 
stakeholder meeti ngs .  There a re 
pros and cons to each of these 
ways of e l ic iti ng i nformation . For 
exa mple, some i m migra nts may be 
unaccustomed to d iscuss ing topics 
in the ways presented i n  a forma l  
i nterview 1 3 • Forma l  structu red 
i nterviews often lack cu ltu ra l 
sensitivity and  fa i l  to address 
d i fferent man ners of sym ptom 
expression across cu ltu res and  
d i fferent ways o f  com m u n icati ng 1 4 • 

"When you a re taki ng Hawa i ia ns,  
you know, they revere, and  I am 
sure with a l l  the cu ltu res that we 
have here, they revere their  e lders .  
So, w e  have t h e  Ku puna which i s  
you know, the e lder. And I th i n k  
you wou ld feel  very comforta b le .  
I know we wou ld feel very 
comfortab le  go ing to them, and  you 
know, ki nd of relati ng some pa ins  
and  maybe, you can ki nd of, they 
may he lp  you ,  or you th i n k  maybe 
they a re . . .  " 

Pacific I s la nder adu lt 

3 .  COMMUN ITY STRENGTHS AND LOCAL 

KNOWLEDGE 

Members of communities that have been marginalized 
and underserved describe frustrations with agencies 
from the outside defining their problems without at­
tending to community assets, strengths, resources, and 
local knowledge. 

Asset-based community development 5 is an approach to 
enhancing the health of communities that focuses on 
identifying key community strengths as well as map­
ping the range of assets within a community: 

• Individuals (i.e. , community leaders, tribal coun­
cils healers, elders, coaches, youth, parents) 

• Community resources (i.e. , community centers, 
schools, youth programs) 

• Institutional infrastructure (buildings, roads, 
transportation, etc.) 

• Financial resources (funding sources) 

Beginning the process of engaging communities to 
address mental health concerns can be facilitated by 
approaching those within the community from this 
asset-based perspective, i.e. , focusing not on what is 
wrong in the community, but on what appears to be 
working well. 

Taking a positive stance toward community strengths 
and local knowledge ( what people know from their 
experiences living in the community) encourages the 
building of trusting partnerships. 
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While a thorough community mapping may provide 
too much detail for County Mental Health Depart­
ments' purposes, county mental health departments 
may find that certain straightforward strategies to 
focus on community assets help to build sustainable 
partnerships. With the guidance of cultural brokers 
and key informant interviews, county mental health 
departments can: 

• Identify community based organizations (e.g. , 
social service agencies, tribal communities, faith 
based organizations, youth after-school programs) 
that are serving the most vulnerable within these 
selected communities. 

• Describe these community organizations (the 
work they do, participant demographics, numbers 
served) and the degree of trust and safe spaces 
they represent. 

• Identify key community leaders (including tribal 
councils or board, traditional healers, elders) 
and other respected individuals who are actively 
involved in community change. 

• Explore the current and potential roles of these 
'community change agents' in addressing mental 
health concerns. 

• Increase awareness and sensitivity when working 
with tribal communities. Recognize that there are 
defined protocols for each tribal community in 
regards to reaching tribal leadership. A starting 
point is to contact tribal councils or board offices 
to be assisted on identifying appropriate tribal 
leaders (urban tribal contacts may differ). Recog­
nize and honor tribal sovereignty issues. 

C R H D  was asked to so l ic i t  i nput 
regard ing the menta l  hea lth needs 
and priorit ies, existi ng com m u n ity 
assets, and  recom mendat ions for 
Prevention and  Ea rly I n tervention . 
Given the short ti me fra me, a focus 
g roup methodology was deemed the 
most exped ient method of obta i n i ng 
i n-depth i n formation from com m u n ity 
g roups that had previous ly had 
l i tt le to no exposu re to the MHSA 
stakeholder process .  Focus g roups 
a re one way to e l ic i t  i nformation 
about how cu ltu re shapes menta l  
health concerns and needs .  Focus 
g roups "provide us with d i rect access 
i n to the language partic ipants use 
to structure thei r experiences and to 
th i n k  or ta l k  about a topic and a l low 
us to better u ndersta nd the nua nces 
and complexities of certa i n  constructs, 
espec ia l ly as they a re represented 
in d i fferent cu ltu res . Focus g rou ps, 
most i m porta ntly, fac i l i tate cu ltu ra l ly 
anchored resea rch 1 5 • 

I n  conducti ng focus  g roups with 
u nderserved com m u n it ies, severa l 
cha l lenges were encountered related 
to the i m plementation of research with 
d iverse g roups .  Differences in cu ltu ra l 
u ndersta n d i ng of menta l  hea lth and  
i n  perceptions o f  wel l ness affected 
partic ipants' wi l l i ng ness to d i scuss 
menta l  hea lth issues.  Some topics, 
such as  menta l  hea lth problems,  d rug 
and a lcohol  abuse, or gendered­
based violence, may be taboo or 
cu ltu ra l ly i nsens itive to certa i n  g roups 
1 7  . F u rthermore, for com m u n ities i n  
which Eng l i s h  is  not the preferred 
lang uage, the i mpact of tra ns lat ions 
on the data can va ry g reatly. Pr ior 
research i n d icates that concepts 
do not necessa ri ly have the same 
mea n i ng or a ny mea n i ng at a l l  across 
cu ltu res, and  even when pa rticu lar  
terms have the  same mea n i ng across 
cu ltu res, these mig ht not be un i formly 
u nderstood by a l l .  Consequently, 
when trans lati ng questions i nto 
another lang uage, the mea n i ng and  
usage o f  certa i n  key terms may need 
to be va l idated 1 8 _  
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4. COOPERATION 

Enlisting the support and cooperation of key informants within communities requires be­
ing explicit about the goals of the partnership. In particular, communities where promises 
have been made but not kept, memoranda of understanding coming from a governmental 
agency may be suspect. Early, explicit, and transparent discussions about why DMH is 
interested in hearing from community members, what will be done with the information, 
how the information will be gathered and shared, and how the community might benefit 
from participating are critically important to share with communities upfront. 

With input from cultural brokers and key informants, County Mental Health Depart­
ments may: 

• Create an informational sheet about outreach and engagement efforts. 
• Utilize multiple linguistically and culturally relevant media sources to describe the 

role of the local mental health department and its interest in partnering with a par­
ticular community (local newsletters, radio, community television, and other media). 

• Work with key informants and tribal councils or boards and other community lead­
ers to draft memoranda of understanding about the engagement process, sharing of 
information, and ownership of data gathered. 

• Ensure that any community participants assisting with outreach and engagement ef­
forts are appropriately compensated for their time and effort. 

• Discuss dissemination of information with participants early on - how information 
gathered will be used and shared with community members. 

5. IDENTIFYING OPPORTUNITIES FOR CO-LEARNING 

As described above, communities have much to teach us about the power of social 
networks, traditions, beliefs about healing and wellness, traditional health practices, 
concepts of prevention, and community assets and needs. Unserved and underserved 
communities are willing partners in addressing the multiple, often overwhelming, needs 
that emerge in the context of marginalization, discrimination, and poverty. While County 
Mental Health Departments may not have the resources to participate in an in-depth 
mapping of community assets and needs, other non-governmental, governmental, and 
academic organizations may have conducted such assessments that may be of significant 
benefit to this effort. 

Strategies County Mental Health Departments might consider in creating an opportunity 
for co-learning: 

• Enlist the support of community participants, community-based organizations, tribal 
communities, nongovernmental agencies, governmental and academic institutions to 
identify what kinds of efforts around community assessments have been conducted 
in the past (if any) in a particular community. 

• With the guidance of community leaders, engage community participants in discuss­
ing strategies for sharing stories of community assets and needs (e.g. , focus groups, 
town meetings, facilitated community meetings, community mapping exercises) . 

• Ensure that educational materials created by County Mental Health Departments 
about particular prevention and early intervention initiatives are appropriately trans­
lated, culturally relevant, and in an understandable format (with attention to literacy 
levels) with input from community participants. 
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6. SUSTAINABI LITY 

Underserved communities may describe experiences 
where well-meaning individuals have come in with 
programs, completed detailed needs assessments, and 
then left when funding ended. Certain communities 
may be particularly hesitant to engage in discussions 
with county mental health departments because of 
historical patterns of such non-sustained efforts. 

Plans for sustainability around any prevention and 
early intervention initiatives within a community 
should be addressed in early discussions, with guid­
ance from cultural brokers and key informants and at­
tention to avenues for sustained funding. In addition, 
sustained engagement and effective programming are 
more likely when community participants are active 
partners in the process, as leaders, outreach workers, 
interpreters, data gatherers, and so forth. 

County Mental Health Departments may consider 
specific strategies such as: 
• Creating a specific action plan in partnership with 

community leaders for planning and implement­
ing prevention and early intervention initiatives 
that addresses sustainability as a priority. 

• Whenever feasible, recruiting community partici­
pants in the planning process and reimbursing 
them for their time and effort. 

• Hiring personnel to assist with county efforts and 
engaging in active recruitment efforts from under­
served communities. 

7. ETH ICS OF ENGAGEMENT 

Protecting the rights, interests, and well-being of 
communities is of great importance when counties ask 
communities to be part of an ongoing conversation on 
prevention and early intervention initiatives. 

Particular considerations need to be taken into ac­
count when working with vulnerable populations in­
cluding participants with limited English proficiency, 
children, prisoners, and wards of the state. Guidance 
on appropriate consent procedures should be sought 
from local or state ethics boards or committees prior 
to conducting any interviews, focus groups, surveys, 
or similar data gathering procedures. 

"We have other prog ra ms where 
we depend from g ra nts, when we 
ru n out of g ra nts then we a re out 
of l uck, and we get g ran ts to pay 
the cou nselors . You [cou nselors] 
see kids, defi n i tely some menta l  
issues s o  they come for therapy 
but these cou nselors a re coming i n  
here rea l ly looki ng for hours, you 
know, to fu lfi l l  towards thei r l icense.  
So they come . . .  and  take th i s  man 
(Name) seventeen yea rs o ld and  I 
sta rt worki ng with h i m .  Two months 
and when I 'm done with my hours, 
I 'm gone and he's got to look at 
somebody else and sta rt his story a l l  
over a g a i n  or usua l ly t h e  cases d rop 
you know. We a l ready gave h i m  
two months,  r ig ht when you were 
beg i n n i ng  to get some changes 
and  someth i ng  worki ng . You d rop 
him and you change cou nselor and  
th i ngs . "  

Parent/Fac i l itator 

"They made us d rea m that they 
wou ld he lp us and  it was a l l  left i n  
a d rea m . "  

Parent Fac i l itator 
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IV. ONGOING INCLUSION 

OF COMMUNITY PERSPECTIVES 

The goal of the community engagement process is the ongoing inclusion of commu­

nity perspectives in the implementation of the PEI component of the MHSA. 

County officials need to invite , on an ongoing basis , the participation of unserved and 
underserved communities in the drafting of county MHSA proposals and work plans . 
The outreach and engagement processes will only be successful when the needs and 
recommendations provided by underserved communities are integrated into county 
plans . 

Some steps to ensure a successful engagement of marginalized communities by the county 
include: 

• Counties should engage in persistent efforts to protect the rights of unserved and 
underserved communities to participate in the process of defining problems, in 
mobilizing assets and strengths (individuals , social networks, and institutions) , 
and designing and implementing interventions/solutions . 

• Counties and unserved and underserved communities need to discuss the differ­
ent procedures that will be initiated to include unserved and underserved commu­
nities in the PEI and MHSA planning process . 

• County Mental Health Departments must be willing to meet at community facili­
ties like tribal council offices and other community-based settings . 

• County mental health departments must implement, in a timely fashion, the pro­
cedures identified in collaboration with unserved and underserved communities 
as key for democratizing the county's planning process . 

• Communities must be allowed to continually provide feedback to the county on 
how the engagement process is being conducted, as well as on all planning pro­
cesses supported by county mental health department officials . 

• Counties need to be flexible and make appropriate changes to the engagement and 
planning processes to honor the feedback of communities . 

• Counties need to make the engagement of marginalized communities a priority, 
and secure funding so that any effort sponsored by the county is ongoing and 
sustainable. 
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V. CONCLUSIONS 

The community outreach and engagement project conducted by the CRHD in col­
laboration with the State Department of Mental Health represents an initial effort to 
reach out, engage, and collect community voices that have previously not been heard. 
Through these efforts, the CRHD developed relationships with unserved and under­
served communities, community-based agencies, and a group of dedicated and pas­
sionate community advocates. Their willingness to share their perspective was based 
on the trust that was established and the belief that their message would be presented 
to mental health decision-makers. The considerations detailed in this document stem 
from the principles of community engagement, lessons learned in this process, and 
the input of community leaders and community members. lt is our hope that this 
information will assist counties and other stakeholders in both engaging communities 
more effectively and in increasing the participation of historically marginalized groups 
in mental health policy and service decision-making at county and state levels. 
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BUILDING PARTNERSHIPS: KEY CONSIDERATIONS WHEN ENGAGING UNDESERVED COMMUNITIES UNDER THE MHSA 

TABLE 1 

PRINCIPLE MENTAL HEALTH SYSTEM TRANSFORMATION IN UNDERSERVED 

COMMUNITIES 

Guiding Principles 

Attention to 
Histories of 
Discrimination 
and 
Marginalization 

Description 

Identify barriers to 
participation and 
sources of mistrust 
(e.g . ,  l i ngu istic 
barriers, eographic 

li i solation, i stories 
of oppression and 
slavery, racism, 
d iscrimination, 
poverty, and 
i nadequate systems 
of care) . 

Questions to Consider 

What types of 
marginal ization i s  th i s  
community experiencing? 

What are specific barriers 
to participation i n  the 
menta l  heal th p lanning 
process? 

What is the h istory of 
County DMH interaction 
with th i s  particu lar 
community, if any? 

What are other 
experiences with county or 
slate departments? 

What mistakes have been 
made i n  the past? 

What attempts have been 
made to correct mistakes? 

What are the sources for 
mistrust? 

What advice can 
be obta ined from 
communities to increase 
positive, constructive and 
effective outreach efforts? 

Examples of Strategies 

. Ask cultu ra l  brokers 
and key informants 
to provide h istories, 
including examples 
of both positive 
and sub-optimal 
descriptions of 
engagement by 
county and state 
representatives. 

. Meet with 
community 
leaders to learn 
about community 
expectations for 
outreach and 
engagement, i .e . ,  
what cultura l ly 
and l i ngu istica l ly 
relevant 
approaches might 
look l i ke. 

. Create 
opportunities for 
community forums 
or town meeti ngs 
(if ap  ropriate 

dbase on current 
context, community 
expectations) to 
share information 
about MHSA and 
the role of CMHDs, 
and to learn about 
menta l  health 
concerns, needs, 
expectations, from 
communities. 
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TABLE 1 CONTINUED 

Guiding Principles Description Questions to Consider Examples of Strategies 

Transparent Make expl ic i t  the Who are the community . Reimburse 
Discussions of differentia l s  in power leaders {where does communif)I 
Power between government power reside with in  the agencies, leaders, 

agencies and loca l community of interest)? and members 
communities, with for thei r time i n  

oal o f  shifting providing input. 
ie balance and How is  the governmental . Work with 
nurtu ring meaningful agency perceived? cultura l  brokers,
and genuine key informants, 
partnersh ips .  community 

What are meaningful leaders to create a 
and feasible ways to community advisory 

Community members transfer resources into the board comprised 
need to see and community? of grass-roots 
experience 'rea l '  level i ndividuals  
benefits for the extra { i nclude d iscussion 
time, effort and of transportation, 
i nvolvement they are loca le, i ncentives, 
asked to g ive. and chi ld care 

to faci l i tate 
partic ipation) .  

Work with tribal . Create 
counci l s  in each memorandum of 
tribal community understanding 
i n  you r  county to with community 
ident who are the groups assi sti ng t 
tribal eaders you with outreach and 
should be working engagement {with 
with . Be aware shared expectations 
of the complexity for what wi l l  be 
navi ti ng different accompli shed J°triba communities with each specific 
and respect and project) . 
va lue the d ifferences. . Em loy 

mu ti l i n  ual/ 
multicu tu ra l  cultura l  
brokers as part of 
the County MHD's 
workforce. 

. Hire and tra in  
faci l i tators and 
outreach workers 
from with in  these 
communities. 

. Ensure that 
community 
organ izations 
providing care 
to underserved, 
vul nerable 

opulations h ave necessa ry 
infrastructure 
support to assist 
with outreach and 
engagement. 

20 



BUILDING PARTNERSHIPS: KEY CONSIDERATIONS WHEN ENGAGING UNDESERVED COMMUNITIES UNDER THE MHSA 

TABLE 1 CONTINUED 

Guiding Principles Description Questions to Consider Examples of Strategies 

Document Identify key Who ore the individual . Identify 
community community strengths assets {e.g . ,  community community-based 
strengths and mop the range leaders, healers, reltous organ izations that 
and local of assets and leaders, elders, cooc es, ore serving the most 
knowledge resources with in  a youth, parents, etc . )?  vul nerable with in  

community: these selected 
communities. 

What ore the community . Describe these resources (e. . ,  community � community center, churc es and organ izations and temples, schools, youth the de ee of trust programs)? ;rand so e spaces 
these represent . .  

What ore some . Identify key 
institutional assets {e.g . ,  community leaders 
i nfrastructu re such as and other respected 
publ ic transportation, individuals  {who 
specific bu i ld i ngs, loca l ore i nvolved i n  
businesses)? community change 

activities) .  
. Explore the current What ore the financial and potentia l  roles resources (e , funding l of these 'community sources, loco busi nesses)? change agents' i n  

addressing menta l 
heal th concerns .  

. Engage community 
participants 
in community 
mopping activity 
around support 
for menta l  health 
concerns.  
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TABLE 1 CONTINUED 

Guiding 
Principles Description 

Encourage En l i st the support 
Cooperation and cooperation of 

key informants with in  
communities by being 
expl ic i t  about the goals  
of the partnersh ip .  

Questions to Consider Examples of Strategies 

Who shou ld be . Create an 
defin ing the goals  of the i nformational sheet 

6
artnership? Who shou ld 
e at the table? 

about the outreach 
and engagement 
efforts. 

What are the specific 
cultu ra l ,  h i storic, and 
l ingu istic considerations to 
ensure that i nformation i s  
gathered in respectful and 
col laborative ways? 

. Uti l ize mult iple 
l ingu istica l ly and 
cultural ly relevant 
media sources 
to describe the 
role of DMH and 
DMH's interest 
in partneri ng 

How wi l l  information 
gathered be shared with 
participants? . 

with a particu lar 
community med ia .  

Work with key 
i nformants and 
other community 
leaders to draft 
a memorandum 
of understanding 
about the 
engagement 
process, sharing 
of information, 
ownersh ip of data 
gathered . 

. Ensure that 
any community 
participants 
assisti n withioutreac and 
engagement efforts 
are appropriately 
compensated for 
thei r time and 
effort. 

. Discuss 
d issemination 
of information 
with participants 
early on - how 
information 
gathered wi l l  be 
used and shared 
with community 
members .  
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TABLE 1 CONTINUED 

Guiding Description Questions to Consider Examples of Strategies Principles 

Identify Create forums for What types of tra in ings . En l i st the support 
opportunities communities to teach con communities offer of community 
for co· County providers County providers and vice participants, 
learning about social  networks, verso? community-based 

traditions, concepts organizations, 
of prevention, and nongovernmenta l  
community assets and Who o re some key agencies, 
needs.  community members governmenta l  

who might benefit from and academic 
participati ng i n  tra in ings institutions to 
offered by Counties? identify what 

ki nds of efforts 
around community 
assessments hove 
been conducted 
in the post ( i f  any) 
i n  a particu lar 
community. 

. With the guidance 
of community 
leaders, engage 
community 
participants i n  
d iscussing relevant 
and appropriate 
strateg ies for 
shoring stories of 
community assets 
and needs (e.g . ,  
focus  grou s, town rc meetings, oci l i toted 
community 
meeti ngs, 
community 
mopping exercises, 
i nd ividual 
i nterviews) .  

. Ensure that 
educational 
materia l s  created 
b County DMH 

b a out particu lar 
prevention and 
early intervention 
in i tiatives o re 
appropriately 
translated, cultura l ly 
relevant, and i n  
on understandable 
format {with 
attention to l i teracy 
levels) with input 
from community 
participants. 
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TABLE 1 CONTINUED 

Guiding 
Description

Principles 

Build capacity, Address strateg ies 
focus on for susta in in  efforts;

isystems incre?se ro abi l i ty of 
:, development sustame engagement 

and and effective 
sustainability programming when 

community pa rticipants 
are active pa rtners in 
the process .  

F ind ways in which 
interest, energy, and 
momentum cou ld 
be susta ined and 
convey commitment 
to the project and the 
process. 

Be wi l l i ng to work 
on capacity bui ld ing 
efforts a imed at 
i ncreasing contracts 
with agencies with 
a track record 
of commitment 
and effectiveness 
in working with 
underserved 
communities and 
community-based 
providers. 

Ethics of The rights, interests, 
Engagement and wel l -being of 

communities and 
i ndividuals  are 
consistently held as the 
utmost priority. 

Questions to Consider 

What are the different 
ways in which community 
members can be active 
partners i n  the p lanning 
and implementation 
of DMH in i tiatives (as 
leaders, providers, 
healers, outreach 
workers, interpreters, data 
gatherers, etc . )?  

What are the different 
stakeholders' expectations 
about susta inabi l i ty? 
How long wi l l  a program 
last? 

What ways County 
MHDs can expand and 
d iversify the contracti ng 
and procurement process 
with in  your  county to 
i nclude more providers 
with experience and 
proven track record of 
working with targeted 
underserved communities? 

How can ou bui ld
fu capacity or more d iversity 

in provider network? 

Examples of Strategies 

. Organize 
bra instorming 
meeti ngs, a l lowing 
i ssues to emerge 
in an inductive 
manner, without 
fixed agendas. 

. Share information 
gathered from 
conversations with 
key stakeholders 
before community 
members, and 
ask questions of 
the community to 
col lectively identify 
s ignificant i ssues. 

. Create a specific 
action plan i n  close 
partnersh ip with 
community leaders 
for p lanning and 
implementi ng 
prevention and 
early intervention 
in i tiatives that 
addresses 
susta inabi l ity as a 
priority. 

6

. Whenever feasible, 
recru it community 

articipants at the 
eg inn ing into the 

p lanning process 
and reimburse them 
for thei r time and 
effort. 

. Hi re personnel 
to assist with 
DMH efforts 
th rough active 
recru itment efforts 
in underserved 
communities. 

. Review a l l  p lans for 
any data gathering 
with a research 
eth ics board . 

. Pay particu lar 
attention to 
requ i rements 
related to working 
with 'vu l nerable 
po ulations' as 
de ined by federa l  
regu lations .  
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TABLE 2 

KEY CONSIDERATIONS NEEDED TO FACI LITATE THE TRANSFORMATION OF THE 

CALI FORNIA MENTAL HEALTH SYSTEM 

Guiding Principles Description Questions to Consider 
Along the Way 

Clarity of purpose • Understand clearly the purpose, gaols, and • Why are we seeking 
context of the engagement effort i n  order to participation? 
plan and resource an effective process. . What wi l l  partic ipation 

• Ensure that the choice of enga ement look l i ke? 
techniques is su itable for the o jectives of G 

• What can we offer and the communi ty engagement process, the what we can't offer? target communi ty and the time and resources 
avai lable. . What wi l l  the benefit 

be for the commun ity in . Be clear about how participants can inf luence participati ng i n  such anthe decisions that may be made and what engagement process? issues cannot be i nfluenced . 
• 

. What is planned to address Be clear about the desi red outcome . the "culture", as wel l  as the
• Be clear about who should be engaged . cultura l ,  language, racia l ,  

and ethnic issues of a l l  staff 
and col laborators? 

• What are the attitudes 
toward the target 
commun ities, based on 
h istory as recounted by the 
County MHD and the target 
commun ities? 

. What current col laborations 
are i n  place between the 
County MHD and the target 
commun ities? 

. What is the political c l imate 
as seen by mu ltiple parties 
in  the target communities 
and in the County MHD? 

Commitment A demonstration of commitment is important to . What level of expertise is 
establ ish in  and mainta in ing credibi l i ty. Without needed?Jadequate emonstration, the whole process can be 

• Are the proposed sa laries underm ined. adequate to attract and 
• Show commitment by a l locati ng sufficient time reta in  ski l led staff? 

and resources to the communi ty engagement 
• What kind of staff wi l l  processes. be needed to coordinate . Ensure that senior level commitment is visible, commun ity activities? 

so that commitments can be kept and that . How many staff wi l l  be those responsible for the process o arts.:J needed to coordinate of the process are adequately ski l l  and commun ity activities? prepared . . How wi l l  positions be 
• Provide and encourage feedback during the advertised? Interna l ly and/ process. or external ly? . Properly record and document the process and 

feedback so that participants (and others) can 
see i f  and how their input has i nfl uenced the 
process and its outcomes. 

. Make commun ity engagement integra l  to 
normal development assessment and plan to 
make practices and operations. 
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TABLE 2 CONTINUED 

Guiding Principles Description Questions to Consider 
Along the Way 

Ongoing Community engogement ond col loborotion is . How wi l l  trust issues be 
Communication primarily about commun ication, the two-way process addressed at a l l  levels of the 

of providing accurate and timel in formation, and commun ity, e .g . ,  potential hdemonstrati ng that feedback is eard . On ing participants, their fami l ies, rcommunication is vital to bui ld ing relations ips. primary core providers 
(PCPs), communi ty health 

• Communicate o enly, honestly and h and social  workers, etc .?  accountably wit those you ore seeking to 
engage. . How wi l l  the target 

commun ity be involved 
• Ensure that the team enga ing with the J in  the p lanning of the communi ty is wel l  i n forme so that it con col laborative? answer questions during the process. 

Remember that communication is mu lti- • How wi l l  the target 
faceted. I t does not just inc lude information commun ity be involved 
g iving but information athering, in formation in  the conduct of the lshoring, col laborative iscussion and decision col laborative? 
making. 

• How wi l l  participants 
• Clearly communicate the purpose and be consented and what 

l im i tations of the communi ty en ogement language and l i teracy level iprocess at the outset. Agree to t e basic options wi l l  be ava i lable? 
procedures and mechanisms at the planning 

• Who wi l l  carry out thestage. 
. consent process, MOUs? 

Avoid creating fa lse expectations about what . How much time wi l l  be communi ty engagement con ach ieve. a l lotted for the process? 
• Acknowledge communi ty input and the time 

• Hove plans been mode and and resources people put into the process. staff tra ined to understand . Communicate wel l  with your  peers and ovoid that d i fferent cultures 
dupl ication of process. Many commun ities, make im  rtont decisions Tparticularly those that requ i re special  Cd i fferent y? 
consideration, ore laced with on ongoing 
stream of agencies a im ing to consult with 
them, often on s imi lar matters. 

Evidence Good engagement practice is based on practice- • What mental health 
based, evidence-based and qual i ty in formation. interventions work with in  

your  commun ity? . Use latest avai lable research and a sound 
understanding of h istory to ton the process, . What ind icators of success 
and who should be involve . do you use? 

• Provide qual i ty in formation to the participants • What constitutes evidence 
at d i fferent stages during the process. for your  communi ty? 

. Ensure accuracy and consistency of . How do you know that it 
i n formation throughout. works/ does not work? 

• Recognize that there ore d i fferences of what • What do you look at to 
constitutes evidence or ind icators of successful know that it works/ does 
outcomes for d ifferent commun ities. not work? 

. How do you commun icate 
the interventions that work 
with in  your  communi ty to 
the rest of your  communi ty? 
Commun icate to other 
commun ities? 

. How does your communi ty 
address health related 
disparities? 

• What ore your  barriers 
to reducing health related 
disparities? 
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TABLE 2 CONTINUED 

Guiding Principles Description Questions to Consider 
Along the Way 

Flexibil ity and • F lexibi l ity is of crit icol importonce for developing . Whot o re the procticol 
Responsiveness ond susta in ing a true engagement process. needs and circumstances 

of commun  members • Engagement plans hove to be flexible during tinvolved in t e engagement the course of a process; t imetables may change, process?comments may requ i re change, the pol itica l 
envi ronment may change. • What is the timing of 

meeti ngs and events • Be flexible at both the p lanning and implementation (e. holding meetings stages. tin t e even ings, or on the 
• Be prepared to continua l ly review and revise the weekends, providin� chi ld 
way you engage the commun ity during the process. core, having more t on one 

meeti ng in order to g ive 
•Select a range of techniques that enable d i fferent members the opportun i ty 
communities or sectors to participate effectively. and flexibi l i ty)? 

• What techniques con be 
usefu l to achieve maximum 
participation and i npu t  from 
this particu lar communi ty? 

Timeliness I t  is important that participants know how long on • What is "the pace" of this 
en ogement and col laboration process is expected commun ity? f< 

•
to ost, and when feedback is expected at each stage How fast ore commun  of the process. tmembers wi l l i ng and a le 
• Recognize that commun ities hove their own pace to go? 
and recognize your  agency hos its own pace and 
both may di ffer. 

• Who in the community con 
and wi l l  d rive the pace of 

• Be clear about the time you hove for the task. change? 

• Ensure portic onts receive information i n  enough . Who is expected to ntime to make e fective contributions. provide feedback to the 
participati ng commun ities • I n form participants as to when they con expect and on which timetable? feedback on their contributions. 

•Make sure that feedback is g iven to participants 
on time. 
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TABLE 2 CONTINUED 

Guiding Principles Description Questions to Consider 
Along the Way 

Inclusiveness Being inc lus ive means understanding who is l i kely . Who is inc l uded on this 
to be interested in ,  or feel the impact of, a particu lar team? 
plan or development. Affected individuals and 

• What additional voices are 
communities should be encouraged to participate needed to ensure success? 
actively in the creation of health programs in their 
communi ty. • What issues wi l l  impact 

recru itment? . Aim to be as inc lus ive as possible but accept 
• What wi l l  be done to that i n  few c ircumstances is it feasible to 

address those issues? involve everybody. . What outreach wi l l  be 
• Know and understand the commun ities you necessar and how wi l l  the want to engage. �relations ips developed . Acknowledge and respect their diversity . be mainta ined with 

participants? . Accept d i fferent agendas, but ensure that .dominant special  interest groups are not the What experience/ 
only voices heard . knowledge is needed to 

recruit i n  your  targeted . Choose a variety of enga ement techniques area? t;that offer the widest possi le opportunities to . What types of activities are participate. 
in itia l ly planned to fac i l i tate 

• Avoid jargon and technical language. recru itment? 
• Aim for accessibi l i ty. Consider the timing,  • How many activities, over 

location and style of engagement events and what period of time? 
strategies, as wel l  as the support avai lable to • Who wi l l  be needed to 
participants (such as translators, ch i ldcare, participate in  these activities 
out-of-pocket expenses) .  and over what period of 

. time or at what interva ls? Pay particu lar attention to the needs of groups 
that tend to be under- represented. • What other strategies wi l l  

be  used? 
• What wi l l  be expected of 

site staff? 
• How wi l l  success be 

measured? 
. How wi�rogress be 

measur ? 
. How often wi l l  a l l  staff 

gather to discuss progress? 

Collaboration Leading practice processes requ i re early i nvolvement • How wi l l  participants' 
of commun ity interests at a level that is appropriate needs be addressed? 
for their i nvolvement. (Transportation, chi ldcare, 

wa iting areas, adequate 
• Adjust for sca les of i nvolvement - di fferent space, etc . )  in terests requ i re d i fferent i nvolvement along 

the  engagement spectrum. • What plans have been 
developed to address issues. Aim for a partic ipatory approach to of communi ty partic ipants 

development assessment and plan making, and their health providers 
particularly in la rger, more complex processes. regarding trust and the 

. I nvolve the communi ty as early as possible i n  understanding of research? 
the process. . Have communi ty roviders 

been notified an i nvited . Seek communi ty input at the planning stage of 
/; 

to an information session a commun ity engagement process, particu larly about the project? in the selection of engagement techniques. . What is planned to notify. Work with other agencies operating i n  the PCPs and other communi ty 
area to avoid repetitive consultations with providers?
a commun ity on the same or s imi lar subject 

• Have the issues of trust been 
addressed? . Work with tribal commun ities in your  county 

and understand their organization. 

matter. 
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Guiding Principles Description Questions to Consider 
Along the Way 

Continuous . Monitor and eva luate as you go - modi fy your  . What types of tra in ing are 
Learning approach as necessary. appropriate? 

• Encourage communi ty feedback on the process • For which staff? 
itself as wel l  as the subject of the engagement. 

• How often wi l l  refresher/ . Bui ld on past experience - acknowledge update tra in ings be needed? 
m istakes so that you can learn from them. . Who wi l l  be avai lable to 

• Find out what has happened before in an area conduct tra in ing? Would it 
relevant to the engagement process subject be contracted out, or from 
matter - past consultations may have occurred with in? 
with or without success . 

• Report back with in  your organ ization to ensure 
that the organization learns from the process. 

Ethical Conduct Health programs should expl ic itly consider eth ical • How the planned 
guidel i nes and va lues i n  their decisions about program demonstrates 
implementation: intent to contribute to 

the advancement of the . To ensure the consideration of eth ical va lues health and wel lbeing of such as integrity, reciprocity, respect for human underserved commun ities digni ty and worth, equal  (commitment t and their members . to distributive fo irness an justice), and 
responsibi l i ty (do no harm) .  • How the plan is l i nked to 

commun ity priorities and. To demonstrate engagement with the va lues responds to existing orand processes of participating communi ties? 
. emerging communi ty menta l  

To take into account the eth ical hazards that health needs? 
may be part of the socia l ,  economic, and . How wi l l i ng is the political landscape of the communi ty. program to modi� plans. To develop awareness of the settin that in  accordance wit 
may lead un intentiona l ly to impru ,£5ent or participati ng communi ty 
untrustworthy behaviors. va lues and aspirations? 

. To avoid exploitation, by ensuring a fo ir  • Would the proposed 
d istribution of the resources made ava i lable i n  program enhance the 
the implementation of programs from, by, and capacity of commun ities 
for the target commun ities. to draw benefit beyond 

the project, for example, 
throut the development 
of ski s and knowledge or 
through broader socia l ,  
economic or political 
strategies at the local level?  
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