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ARTICLE INFO ABSTRACT

Community-based participatory research (CBPR) approaches present strong opportunities to promote health
equity by improving health within low-income communities and communities of color. CBPR principles and
evaluation frameworks highlight an emphasis on equitable group dynamics (e.g., shared leadership and power,
participatory decision-making, two-way open communication) that promote both equitable processes within
partnerships and health equity in the communities with whom they engage. The development of an evaluation
framework that describes the manner in which equitable group dynamics promote intermediate and long-term
equity outcomes can aid partners in assessing their ability to work together effectively and improve health equity
in the broader community. CBPR principles align with health equity evaluation guidelines recently developed for
Health Impact Assessments (HIAs), which emphasize meaningful engagement of communities in decision-
making processes that influence their health. In this paper, we propose a synergistic framework integrating
contributions from CBPR and HIA evaluation frameworks in order to guide efforts to evaluate partnership ef-
fectiveness in addressing health inequities. We suggest specific indicators that might be used to assess part-
nership effectiveness in addressing health equity and discuss implications for evaluation of partnership ap-
proaches to address health equity.
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1. Introduction 1998; Wallerstein, Duran, Oetzel, & Minkler, 2018). CBPR is situated

within the broader field of community-engaged research, emphasizing

Community-based participatory research (CBPR) is a collaborative
approach to research that involves members of communities, academic
researchers, practitioners, organizational representatives, and others in
all aspects of the research process (Israel, Eng, Schulz, & Parker, 2013;
Israel, Schulz, Parker, & Becker, 1998). CBPR builds upon several ap-
proaches to collaborative research from multiple disciplines, including
participatory research (DeKoning & Martin, 1996), action research
(Brown & Tandon, 1983), and participatory action research (Fals-Borda
& Rahman, 1991). While a number of similar approaches have been
developed, the term CBPR has been increasingly used over the last 20
years to describe participatory approaches to research and action in
public health, nursing, social work, and related fields (Israel et al.,
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collaborative partnerships between researchers and community part-
ners to address health risk factors and social inequities by engaging
community strengths (Wallerstein, Yen, & Syme, 2011).

CBPR approaches in public health are rooted in principles of col-
laborative and equitable partnership in all phases of research, with all
partners working together to identify mutual issues and to take action
to address them. This includes a focus on: empowerment and power-
sharing processes that attend to social inequalities; building on com-
munity strengths and resources; co-learning and capacity building
among all partners; attending to the local relevance of public health
problems; and ecological perspectives that address multiple determi-
nants of health (Israel et al., 2013a). CBPR’s emphases on social equity
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and the multiple determinants of health render it particularly appro-
priate for addressing poor health outcomes in low income communities
and communities of color that result from the inequitable distribution
of economic, political, environmental, and social resources.

Braveman, Arkin, Orleans, Proctor, and Plough (2017) suggest that
health equity is achieved when all have a fair and just opportunity to be
as healthy as possible. This requires removing obstacles to health (e.g.,
poverty, discrimination) and their consequences, including power-
lessness and lack of access to fair-paying jobs, quality education, health
care, and other factors. Braveman et al. note that, “For the purposes of
measurement, health equity means reducing and ultimately eliminating
disparities in health and its determinants that adversely affect excluded
or marginalized groups” (Braveman et al., 2017, p. 2). Within a CBPR
approach, the focus on equitable relationships and shared power among
community, academic, and practice members of CBPR partnerships is
central to the promotion of health equity. Health inequities that are
grounded in imbalances of economic and social resources operate in
part by excluding members of marginalized communities from the op-
portunity to influence decisions that affect their health and well-being.
Those same processes can operate within partnerships, reproducing the
very inequities that they are intending to address, and interfering with
partners’ ability to work effectively together (Johnson & Johnson, 2017;
Schulz, Krieger, & Galea, 2002). Thus, it is important for partnerships
invested in equity to critically evaluate the extent to which they provide
opportunities for meaningful participation and engagement of com-
munity members in decision-making processes (Schulz et al., 2002).

Effective evaluation of partnership efforts requires a clear con-
ceptual framework that links group dynamic characteristics of equitable
partnerships (e.g., shared leadership, meaningful participation, power
sharing) with the effectiveness of partnership efforts to intervene to
reduce health inequities more broadly. Complementing the literature
on evaluating group dynamics within CBPR partnerships (Israel et al.,
2013b; Lantz, Viruell-Fuentes, Israel, Softley, & Guzman, 2001; Schulz,
Israel, & Lantz, 2003; Schulz, Israel, & Lantz, 2017) is an emergent
literature from health impact assessment (HIA) practitioners, proposing
dimensions that can be used to assess equity within the context of HIA
processes. HIA is a systematic process that uses various data sources,
analytic methods, and stakeholder input to assess the potential impacts
of a proposed policy, plan, program, or project on the health of a po-
pulation and the distribution of those impacts within the population
(National Research Council Committee on Health Impact Assessment,
2011). HIA practice standards share principles of democracy and equity
promotion in common with CBPR, pointing to synergies between these
approaches that inform the development of an evaluation framework
for equity promotion for CBPR partnerships and other forms of com-
munity-partnered and community-engaged research. In this paper, we:
1) examine contributions from both CBPR and HIA literatures; 2) pro-
pose a synergistic framework that integrates their contributions to
evaluate partnership effectiveness in addressing health inequities; and
3) identify specific indicators that may be used to assess the effective-
ness of partnerships in addressing health equity issues.

2. Frameworks for equity evaluation
2.1. Community-based participatory research partnership evaluation

CBPR partnership evaluation frameworks have encompassed a
strong focus on evaluating group dynamics characteristics of the part-
nerships themselves, guided by literature linking partnership effec-
tiveness in working together with the ability of the partnership to ad-
dress identified health outcomes (Cacari-Stone, Wallerstein, Garcia, &
Minkler, 2014; Schulz et al., 2003, 2017; Israel et al., 2013b). Dimen-
sions of interest within these evaluation frameworks include: 1) social
and contextual conditions within which the partnership operates; 2)
group dynamics characteristics which foster equity, such as open
communication and shared power, decision-making, and leadership; 3)
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partnership programs and interventions; and 4) intermediate outcomes;
and 5) long-term outcomes (e.g., changes in policy, systems, commu-
nity capacity, and health that emerge from the partnership’s efforts)
(Cacari-Stone, Wallerstein, Garcia, & Minkler, 2014; Kastelic,
Wallerstein, Duran, & Oetzel, 2018; Israel et al., 2013b; Schulz et al.,
2003, 2017). These frameworks, based on empirical evidence, empha-
size the critical role of equitable group dynamics, in which goals are
collaboratively identified, power is equalized and shared, and partners
build mutual support and trust (Israel et al., 2013b; Johnson & Johnson,
2017; Schulz et al., 2003, 2017). These processes promote equitable
engagement of all partners, improving partnership effectiveness in
working together to reach mutually defined goals.

Israel et al. (2013b), Schulz et al. (2003) and Schulz et al. (2017)
developed a framework that suggests structural characteristics of
partnerships, environmental characteristics, group dynamics char-
acteristics, and partnership interventions and programs influence in-
termediate measures (e.g., perceived effectiveness of the group) and
output measures of partnership effectiveness (e.g., achievement of
program and policy objectives, institutionalization of programs).
Drawing upon this and other work, Wallerstein et al. (2008) developed
a conceptual model illustrating processes linking contextual, structural,
individual, and relational dimensions of partnership group dynamics
and interventions with changes in power relations and social and eco-
nomic conditions, which are central to attaining reductions in health
disparities. Cacari-Stone et al. (2014) demonstrate pathways through
which contextual factors, CBPR processes (including partnership dy-
namics), and policymaking influence outcomes such as political action,
procedural and distributive justice, and health outcomes. They argue
that research evidence combined with civic engagement of groups fa-
cing the greatest burden of health impacts facilitates a shift in leader-
ship and power to spur political action and policy to alleviate health
inequities (Cacari-Stone et al., 2014).

2.1.1. Context

Existing frameworks within the CBPR literature link social and
contextual factors to partnership dynamics and ultimately to the ef-
fectiveness of the partnership in promoting health equity (Cacari-Stone
et al., 2014; Israel et al., 2013b; Kastelic et al., 2018; Schulz et al., 2003,
2017). They are explicit in linking structural factors (e.g., social con-
ditions, inequitable access to economic resources) to inequities that
may exist within the context of partnership processes, programs and
interventions, and outcomes. They explicitly draw attention to the
importance of attending to the ways in which those inequities can be
expressed within partnership group dynamics (Kastelic et al., 2018;
Schulz et al., 2003, 2017). For example, under-resourced community
groups may have less capacity to participate in partnership meetings,
contributing to reduced influence in decisions.

2.1.2. Group dynamics

In existing frameworks, equitable group dynamics are central to a
partnership’s success in building relationships and establishing a cul-
ture of inclusion; thus, it is critical for partners to work effectively to-
gether to achieve their mutually identified goals. Equitable group dy-
namics are seen as the starting point for fostering equitable community
engagement and working relationships, contributing to higher quality
research and interventions, and ultimately, providing the foundation
for achieving intermediate and long-term outcomes to promote health
equity (e.g., community empowerment, program and policy changes)
(Israel et al., 2013b; Schulz et al., 2003, 2017; Wallerstein et al., 2008).

2.1.3. Partnership programs and interventions

CBPR frameworks emphasize the development of programs and
interventions that reflect community priorities and integrate commu-
nity knowledge and input (Israel et al., 2013b; Kastelic et al., 2018;
Schulz et al., 2003, 2017). Meaningful involvement of community
partners in these activities is facilitated by group dynamics that allow
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for community partners to provide input, knowledge, and resources to
influence partnership programs and interventions. Involvement of
community partners in research activities may also facilitate research
designs and processes that are appropriate for local and cultural con-
texts and reflect community concerns (Israel et al., 2013b; Kastelic
et al., 2018; Schulz et al., 2003, 2017). These activities may ultimately
facilitate the development of programs that promote equitable inter-
mediate and long-term outcomes.

2.1.4. Intermediate outcomes

Effective group dynamics within partnerships, in addition to pro-
grams and interventions that empower communities and promote
health, contribute to intermediate outcomes such as the extent of
member involvement in partnership activities and a sense of shared
ownership and commitment to collaborative work of the partnership
(Becker, Gustat, Reyes, & Allen, 2013; Israel et al., 2013b; Schulz et al.,
2003, 2017). Intermediate processes also include changes in power
relations within partnerships and improvements in individual and
community capacity (e.g., knowledge, influence in decision-making
processes), which contribute to the achievement of long-term partner-
ship goals and objectives (Israel et al., 2013b; Kastelic et al., 2018;
Schulz et al., 2003, 2017).

2.1.5. Long-term outcomes

By improving power dynamics and building capacity for change, the
intermediate processes described above can facilitate long-term out-
comes such as changes in policy or practice, institutionalization of
programs and interventions, and changes in health outcomes and health
inequities (Israel et al., 2013b; Kastelic et al., 2018; Schulz et al., 2003,
2017). In addition to health inequities, long-term outcomes also en-
compass community-level changes such as transformed social and
economic conditions and increased social justice (Kastelic et al., 2018).

2.2. Health impact assessment equity evaluation

An emphasis on evaluation of equity has also emerged in recent
health impact assessment (HIA) literature. The goal of an HIA is to
proactively estimate potential effects prior to implementation of a
policy, plan, program or project, and to offer recommendations that
will mitigate or avoid adverse effects on health, maximize potential
health benefits, and support health equity. The HIA process typically
entails five stages of work in order to achieve this goal: Screening,
Scoping, Assessment, Recommendations, Reporting, and Monitoring
and Evaluation. In an effort to clearly distinguish HIA as a practice and
to promote quality within the field, a working group was convened
during a 2-day conference of the North American HIA Practice
Standards Working Group in 2008 to develop minimum standards of
practice. The standards, which were first published in 2009 and revised
in 2014, were to be used as quality benchmarks and to facilitate dis-
cussion about the HIA process among practitioners (Bhatia et al., 2014;
North American HIA Practice Standards Working Group, 2009). While
CBPR has not traditionally developed formalized Practice Standards,
such as those that have emerged within the HIA field, the guiding
principles and practice standards described above share much in
common with longstanding principles guiding CBPR (see Israel et al.,
2018). Principles of HIA include equity and democracy, with attention
to engaging all stakeholders, including communities who may be af-
fected by the decision in question, at each stage of the HIA process. In
keeping with these core values, HIA practice standards emphasize the
importance of: shared leadership, resources, power, and decision-
making in conducting HIAs; addressing the distribution of health im-
pacts within populations; and promoting stakeholder participation in
transparent processes for policymaking (European Centre for Health
Policy, 1999; Heller et al., 2014; North American HIA Practice
Standards Working Group, 2009; Partidario & Sheate, 2013). Consistent
with a CBPR approach, this includes an emphasis on the active role of
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marginalized groups in technical and decision-making processes from
which they have been historically excluded (Corburn, 2003), mean-
ingful engagement of communities in the HIA process, and recognizing
and addressing institutional barriers to community participation in that
process (Iroz-Elardo, 2015; Kearney, 2004). Additionally, HIA’s em-
phases on shared leadership, power, and decision-making among
partners align with group dynamics characteristics described in the
CBPR group process literature (described above) that facilitate equity
within partnership processes.

Building on these principles, the Society of Practitioners of Health
Impact Assessment (SOPHIA) developed Equity Metrics for Health
Impact Assessment Practice in order to facilitate more intentional and
systematic incorporation of equity promotion in HIA practice. Created
to provide more detail to the HIA practice standards with respect to
equity, the metrics are designed to help practitioners assess the extent
to which an HIA has incorporated health equity considerations in
planning and implementation (Jandu et al., n.d.). The metrics span four
dimensions of equity that can be evaluated to assess the extent to which
equity is addressed within the context of an HIA. These include eval-
uating the extent to which the HIA: 1) focuses on equity in its process
and products; 2) builds the capacity of communities facing health in-
equities to engage in future HIAs and decision-making; 3) results in a
shift in power that benefits communities facing inequities; and 4)
contributes to changes that reduce health inequities and inequities in
the social and environmental determinants of health (Heller et al.,
2014; (Jandu et al., n.d.). We briefly describe each of these dimensions
of equity from the HIA literature below.

The first dimension, a focus on equity in HIA processes and pro-
ducts, includes: analysis of issues that are identified by and important to
communities facing inequities; focus on equity in the goals, research
questions, and methods used in conducting the HIA; responsiveness to
community concerns; and incorporation of community knowledge,
skills, and capacities in the HIA’s research and change efforts (Heller
et al., 2014). The second dimension introduced by Heller et al. (2014)
focuses on the extent to which the HIA builds the capacity and ability of
communities facing health inequities to engage in future HIAs and
decision-making, including knowledge and awareness of decision-
making processes and the ability to plan, organize and fundraise within
the decision-making context. The third dimension encompasses as-
sessment of the extent to which the HIA results in a shift in power
benefiting communities facing health inequities. Heller et al. (2014)
describe this as a change in a community’s ability to influence deci-
sions, policies, partnerships, institutions, or systems both within and
beyond the scope of the HIA. The fourth and final dimension for eval-
uating equity within the context of HIAs focuses on health equity as an
outcome. As described by Heller et al. (2014), this dimension en-
compasses assessment of the extent to which the HIA contributes to
decreased differentials in social or physical determinants of health and/
or reduced differentials in health outcomes between communities fa-
cing inequities and other communities (Heller et al., 2014).

3. Creating a synergistic framework for evaluating equitable
processes and outcomes in CBPR partnerships integrating health
equity evaluation from HIA literature

There are multiple synergies between the four dimensions of equity
evaluation emerging from the HIA literature and conceptual frame-
works in the CBPR literature linking characteristics of effective and
equitable groups to CBPR partnership effectiveness described in the
previous section. We examine these synergies with the goal of offering
an integrated conceptual framework that links equity within the context
of partnership group dynamics with intermediate impacts and long
term equity outcomes. By more clearly specifying these processes and
pathways, we aim to contribute to development of evaluation metrics
that enable CBPR, HIA, and other partnership approaches to research to
systematically examine their own process and implications for the
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Fig. 1. Conceptual Model for Evaluating Equity Within the Context of CBPR Partnerships.

1. Based on Schulz et al. (2003).
2. Adapted from Israel et al., 2013b and Schulz et al. (2017).
3. Bolded items are derived from Heller et al. (2014).

impacts and outcomes of their work together, with the ultimate goal of
strengthening partnerships’ efforts to promote health equity.

Fig. 1 displays the integration of the four dimensions of health
equity evaluation from the HIA literature described above with an ex-
isting conceptual framework for evaluating CBPR partnership dynamics
(Israel et al., 2013b; Schulz et al., 2003, 2017). This synergistic fra-
mework adapts and extends previous work suggesting that a partner-
ship’s ability to reach its long-term outcome objectives for effectiveness
and equity is shaped by intermediate measures of partnership effec-
tiveness and equity (Heller et al., 2014; Lasker & Weiss, 2003; Schulz
et al., 2003, 2017; Sofaer, 2003). Working from left to right, we de-
scribe the major components of the model, and discuss the intermediate
and long-term outcome measures that have been integrated into the
model based on the equity dimensions described by Heller et al. (2014),
providing the rationale and relevant literature supporting each di-
mension. Specifically, we focus our discussion on five equity dimen-
sions, bolded in Fig. 1: 1) a focus on equity in partnership processes; 2)
a focus on addressing health equity; 3) capacity and ability of com-
munities facing health inequities to engage in future partnerships and
decision-making; 3) shift in power benefitting communities facing in-
equities; and 4) reductions in health inequities and inequities in the
social and environmental determinants of health.

3.1. Group dynamics characteristics of equitable partnerships
As noted above, Fig. 1 builds on earlier conceptual models that

place group dynamics at the center of effective efforts to promote health
equity (Israel et al., 2013b; Schulz et al., 2003, 2017). This model

28

highlights group dynamics characteristics including shared leadership,
two-way communication, and constructive conflict resolution that have
been previously demonstrated to influence group effectiveness
(Johnson & Johnson, 2017). Such processes focus on explicit strategies
that promote equitable engagement and have been demonstrated to
strengthen relationships, improve the quality of decision-making, pro-
mote group cohesion, and increase effective change (Johnson &
Johnson, 2017). Formal structures that clearly delineate roles for
partners and processes for working together can improve group dy-
namics within partnerships with a history of mistrust among those in-
volved (e.g., tribal communities whose treaties with the U.S. govern-
ment have been broken; communities that experience systematic
disinvestment and exclusion from educational opportunities) (Becker
et al., 2013; Minkler & Wallerstein, 2008; Yonas et al., 2013).

Fig. 1 suggests that group dynamics are shaped by the structural
characteristics of groups (e.g., membership, complexity) as well as
historical and geographic contexts within which they exist. As one ex-
ample, Wallerstein et al. (2008) suggest that more culturally diverse
partnerships may face particular challenges with group dynamics as-
sociated with differences in interactional styles and historical patterns
of intergroup relationships (e.g., colonization, class or racial hier-
archies). As explained by Chavez, Duran, Baker, Avila, and Wallerstein
(2008) and Minkler (2004), historical trauma, institutionally and per-
sonally mediated racism, internalized oppression, and differences in
priorities and reward structures for research can produce tensions be-
tween community partners and outside researchers. These tensions may
lead to: fear of speaking up about oppression due to mistrust of re-
searchers; deference to dominant group norms; and perpetuation of
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institutional and interpersonal racism (Chavez et al., 2008; Minkler,
2004). In addition, historically marginalized groups may hold com-
peting agendas or compete for scarce resources, which can create ten-
sion or conflict amongst those groups within the context of partner-
ships. Partnership processes that promote cultural humility and
strengthen a sense of collective identity may be particularly critical
within such partnerships as they recognize potential tensions, engage in
reflection and analysis of communication styles, and promote behaviors
that alter the climate of the working environment (Israel et al., 2013a;
Kastelic et al., 2018; Oetzel et al., 2018a). Partnership-building activ-
ities that establish mutual trust, promote multi-directional commu-
nication, disperse power, resources, and decision-making among all
partners, and promote cooperative development of goals and a shared
vision (Becker et al., 2013; Schulz et al., 2003, 2017) can strengthen the
ability of communities facing inequities to participate equitably in
groups, influence decisions about priorities, interventions and research
(Corburn, 2003; Heller et al., 2014).

3.2. Intermediate measures of partnership effectiveness and equity

As presented in Fig. 1, the Group Dynamics Characteristics of Ef-
fective and Equitable Partnerships described above influence the nature
of Partnership Programs and Interventions, which in turn impact In-
termediate Measures of Partnership Effectiveness and Equity. Inter-
mediate measures capture the extent to which equity is promoted
within partnership processes as a result of these factors. Changes in
these intermediate measures both reflect and affect partnership pro-
grams and interventions implemented throughout the life of the part-
nership. In accordance with Heller et al. HIA equity evaluation frame-
work (Heller et al, 2014), we consider five major categories of
intermediate indicators of partnership effectiveness and equity, con-
ceptualized as the extent to which the partnership has the ability to
influence identified equity outcomes. These are indicators of: 1) a focus
on equity in partnership processes (e.g., equitable engagement); 2) a
focus on addressing health equity; 3) capacity of communities facing
inequities to participate in decision making; and 4) shifts in power to
benefit communities facing inequities. We describe each of these below,
and their implications for Long-term Outcome Measures discussed in
the following section.

3.2.1. A focus on equity within partnership processes
Partnership-building activities that improve group dynamics and
disperse power and leadership can promote more equitable partnership
processes (Duran et al., 2013). As shown in Fig. 1, equity promotion
within partnerships includes outcomes such as the extent to which is-
sues analyzed by the partnership are community-identified and re-
levant, and responsiveness of the partnership to community concerns in
action strategies and recommendations. In addition, a focus on the use
of community knowledge and experience as evidence in analyzing
health and equity impacts can be indicative of a focus on addressing
processes that reinforce inequities by delegitimizing community
knowledge and experience (Heller et al., 2014). These factors promote
equity within partnership processes and strengthen recommendations,
programs and policy interventions by directly incorporating community
insights, knowledge, and understanding. They also help to counteract
potential impacts of power hierarchies that have historically privileged
researchers and professionals in research decision-making processes,
knowledge creation, and voice representation in data and publications
(Muhammad et al., 2014). The three indicators named here have been
incorporated in Fig. 1 as intermediate outcomes, which are determined
by both Group Dynamics Characteristics of Effective and Equitable
Partnerships and Partnership Programs and Interventions. Partnership
strategies and processes in working together, including effective and
equitable group facilitation, shared power, and participatory decision-
making can influence the extent to which partnership programs and
interventions meaningfully engage communities facing inequities and
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incorporate their concerns, knowledge, and input in all activities
(Corburn, 2003, 2006; Iroz-Elardo, 2015; Israel et al., 2001, 2018). By
improving the partnership’s emphasis on equitable processes, Inter-
mediate Measures of Partnership Effectiveness and Equity also have the
potential to impact Group Dynamics Characteristics of Effective and
Equitable Partnerships, such as participatory decision-making and de-
velopment of mutual trust, indicated by the feedback arrow in Fig. 1.

3.2.2. A focus on addressing health equity

Effective processes for working together can promote a focus on
addressing health inequities through partnership programs and re-
search. Heller et al. (2014) suggest that one primary goal of an HIA that
advances health equity is to focus on equity impacts by clearly ad-
dressing equity in project goals, research questions, and methods. These
aspects should promote a focus on addressing the social and environ-
mental determinants of health inequities within communities. Fur-
thermore, HIAs should assess the distribution of health and equity im-
pacts across populations in order to measure disproportionate or
cumulative impacts on communities facing inequities (Heller et al.,
2014). Assessing these factors is aligned with CBPR’s long-term com-
mitment to effectively reduce health inequities (Israel et al., 2018) and
to develop research and interventions that influence the social de-
terminants of health (Schulz et al., 2002). As shown in Fig. 1, equitable
group dynamics and processes for working together can shape part-
nership CBPR programs and interventions, which influence the extent
to which partners are addressing disparate health and social impacts
between communities facing inequities and other communities through
partnership activities. Group dynamics characteristics such as shared
leadership and participatory decision-making may also promote ana-
lysis of disproportionate health impacts by incorporating under-
represented community voices into research and analysis processes
(Corburn, 2003). Fig. 1 incorporates two metrics to evaluate a part-
nership’s focus on addressing health equity: a focus on equity in part-
nership goals, research questions, and methods; and analysis of the
distribution of health and equity impacts across the population.

3.2.3. Capacity and ability of communities facing health inequities to
engage in future partnerships and decision-making

Heller et al. (2014) suggest that building the capacity of commu-
nities facing inequities involves meaningfully engaging representatives
from those communities in examinations of power, policy, and histor-
ical context of decisions that affect their health. This idea is synergistic
with CBPR conceptual frameworks that emphasize the role of equitable
group dynamics that promote a shared understanding of power dy-
namics and historical processes (Israel et al., 2013b; Schulz et al., 2003,
2017; Wallerstein et al., 2008). It is important for CBPR partnerships to
assess how these efforts promote such a shared understanding in order
to strengthen the capacity of marginalized communities to engage in
future decision making and change efforts.

As shown in Fig. 1, Group Dynamics Characteristics of Effective and
Equitable Partnerships can influence the capacity of communities fa-
cing inequities through Partnership Programs and Interventions. Group
characteristics such as shared leadership roles, participatory and con-
sensus-based decision-making processes, and collaboratively developed
and facilitated meeting structures are precursors to the development of
programs and interventions that build the individual and collective
capacity of the group (Becker et al., 2013; Schulz et al., 2003, 2017;
Yonas et al., 2013). Because these characteristics facilitate mutual goals
and co-learning processes that equitably engage all partners, those who
typically assume decision-making and leadership roles (e.g., academic
partners, social institutions) must also learn to share power with other
partners (Johnson & Johnson, 2017). Shared power and decision-
making can promote meaningful involvement of community partners in
all processes, prepare partners to take positions of leadership, and
contribute to informed decision-making that will impact the community
in the future. Specifically, communities facing inequities may
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contribute invaluable knowledge and awareness of decision-making
processes while simultaneously increasing capacity to influence them,
including the ability to plan, organize, and take action within the de-
cision-making context (Heller et al., 2014). Simultaneously, those who
more often assume leadership roles and decision making power may
become more effective in sharing power and learning from the
knowledge and insights of other partners (Johnson & Johnson, 2017).
As indicated by the feedback arrows in Fig. 1, improvements in these
Intermediate Measures of Partnership Effectiveness and Equity may
lead to further improvements in Group Dynamics Characteristics of
Effective and Equitable Partnerships by strengthening leadership and
resource capacities among members of communities facing inequities.
In a cyclical process, these improved group characteristics may further
improve Partnership Programs and Interventions.

3.2.4. Shift in power to benefit communities facing inequities

Partnership dynamics and capacities contribute to the ability of
historically marginalized communities to organize, take action, and
engage in decision-making on issues that affect their health. CBPR lit-
erature explicitly emphasizes the importance of group dynamics pro-
cesses in which those from more privileged social and economic back-
grounds learn to share decision making power, and to recognize the
contributions and leadership capacities of those who often have been
marginalized (Duran et al., 2013; Chavez et al., 2008), a point which
Heller et al. reiterate in their emphasis on shifting power in ways that
benefit marginalized communities that experience excess health risk
(Heller et al., 2014). Through shared power and co-production of
knowledge, equitable group dynamics can shift power by incorporating
and legitimizing community knowledge and expertise, and facilitating
community member participation in decision-making processes
(Corburn 2003, 2006; Israel et al., 2013b; O’Faircheallaigh, 2010;
Schulz et al., 2003, 2017). Thus, shared power and other equitable
group dynamics work to shift power to benefit communities facing in-
equities both directly and by shaping Partnership Programs and Inter-
ventions, as shown in Fig. 1. Programs and interventions may be im-
plemented in ways that prioritize the voice of communities facing
inequities, contributing to a shift in power benefiting those commu-
nities. For example, such efforts might help to better integrate com-
munity members or community-based organizations into formal policy
and decision-making processes from which they are typically excluded
(Heller et al., 2014). Heller et al. (2014) describe shifts in power as
changes in a community’s ability to influence decisions, policies, part-
nerships, institutions, or systems, including but not limited to the spe-
cific decision of interest at the time, which can result from both equi-
table Group Dynamics Characteristics and Partnership Programs and
Interventions. In addition, government and institutions may be more
transparent, responsive, and collaborative with communities in the
future (Chavez et al., 2008; Duran et al., 2013; Heller et al., 2014;
Minkler, 2010). We have incorporated these metrics as Intermediate
Measures of Partnership Effectiveness and Equity in Fig. 1, along with
other indicators of group and community empowerment measures (see
Israel et al., 2013b; Schulz et al., 2003, 2017).

3.3. Long-term outcome measures of partnership effectiveness and health
equity

3.3.1. Reductions in health inequities and inequities in the social and
environmental determinants of health

Fig. 1 suggests that by creating dynamics that shift power in favor of
marginalized communities, effective groups can also reduce inequities
in the social and environmental determinants of health, achieving long-
term health equity outcomes (Cacari-Stone et al., 2014; Corburn, 2003;
Kastelic et al., 2018; Oetzel et al., 2018; Schulz et al., 2003, 2017;
Wallerstein & Duran, 2010). As groups more equitably engage with and
strengthen the power of marginalized communities in spaces and pro-
cesses from which they are typically excluded (Corburn, 2003), they
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have the potential to more effectively influence policy and systems
changes that affect health. Kastelic et al. (2018) and others propose that
within CBPR partnerships, both system and capacity changes and im-
proved health outcomes can be linked with better group dynamics and
the integration of local beliefs into research (Oetzel et al., 2018). These
long-term outcomes resonate with outcome indicators suggested by
Heller et al. (2014), focusing on assessing the extent to which the
partnership impacts inequities in health outcomes and the social and
environmental determinants that contribute to health inequities (Heller
et al., 2014). These outcome indicators allow partnerships to assess the
extent to which they are successful in reducing health inequities, while
simultaneously conceptualizing those outcomes as products of both
partnership dynamics and the programs and interventions that emerge
from the partnership’s efforts.

4. Discussion

In this paper, we examine contributions from CBPR evaluation and
HIA equity promotion frameworks in order to understand the role of
partnership dynamics in creating equitable partnerships and developing
interventions that shift power and foster more equitable health out-
comes. We propose a synergistic framework that integrates contribu-
tions from CBPR and HIA frameworks to guide the evaluation of part-
nership effectiveness in addressing health inequities, and describe
specific potential indicators for evaluation. As shown in Fig. 1, we have
integrated three sets of Intermediate and one set of Long-term Outcome
Measures of Partnership Effectiveness and Equity based on the four
dimensions of health equity described by Heller et al. (2014) and in-
sights from existing CBPR conceptual frameworks described above. In
this section, we discuss the use of a formative evaluation approach and
potential metrics, data collection methods, and existing instruments to
assess each integrated dimension.

4.1. Implications for evaluation approach

CBPR’s emphasis on cyclical and iterative processes of partnership
development highlight the importance of formative evaluation ap-
proaches that allow partners to use data about partnership functioning
to make improvements (Israel et al., 2013b; Schulz et al., 2003, 2017).
Feeding back information obtained from evaluation of intermediate
outcome measures helps partners to reflect on and integrate findings
into efforts to improve health equity promotion and other dimensions of
partnership effectiveness. Evaluators can use a variety of data collection
methods—quantitative, qualitative and mixed methods such as surveys,
interviews, focus groups, project documentation, and qualitative field
notes, at multiple time points during the partnership to determine how
well partners are working together and the extent to which they are
achieving health equity goals (Creswell, 2013; Israel et al., 2013b;
Wallerstein et al., 2008). Table 1 indicates potential data collection
methods for each equity evaluation metric discussed here, along with
specific indicators that may be used to assess each metric. In keeping
with the focus on equity, we suggest that metrics to evaluate equity in
partnership processes and outcomes be generated and agreed upon
within the partnership and driven by community priorities (see Schulz
et al., 2017 for example).

Partnership evaluation should also consider carefully the time per-
iods for collection of data on the Intermediate and Long-term Outcome
Measures of Partnership Effectiveness and Equity. Intermediate mea-
sures can likely be assessed at multiple times over the course of the
partnership, to be fed back and incorporated into efforts to improve the
partnership. While partnerships may be able to assess some long-term
outcome measures during the life of the partnership, contingent upon
the time that the partnership works together, changes in health in-
equities and in the social and environmental conditions in communities
may be visible, or may occur at a later point in time. Thus, considera-
tion of intermediate indicators becomes particularly important.
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Table 1
Health Equity Metrics and Data Collection Methods.
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Health Equity Metric

Indicators

Data Collection Methods

A focus on equity within partnership processes
Issues analyzed are community-identified and relevant

Partnership Activities:

Document Review, e.g., Meeting
Minutes

® Are informed by community facing inequity Partnership Evaluation Questionnaire®
® Have community support
® Are informed by power, political, and historical context of
the health problem
Response to community concerns in action strategies and ® Processes or criteria used to develop recommendations/ Document Review
recommendations are generated by the partnership mitigation strategies Field Notes
® Extent to which action strategies reflect input from In-depth interviews
communities facing health inequities
Use of community knowledge and experience as evidence in ® Incorporation of community input in analyses of health Document Review
analyzing health equity impacts impacts Field Notes
In-depth interviews
A focus on addressing health equity
Focus on equity in partnership goals, research questions, and ® Processes or criteria used to formulate partnership goals, Document Review
methods research questions and methods
Analysis of the distribution of health and equity impacts across the ® Disproportionate or cumulative health impacts on Document Review
population communities facing inequities in research projects/analyses Literature Review

Capacity and ability of communities facing health inequities to engage in future partnerships and decision-making

Knowledge and awareness of decision-making processes

® Leadership training programs for community members
©® Community member understanding of change tools and

Document Review
Partnership Evaluation Questionnaire

policy advocacy, environmental health literacy

Capacity to influence decision-making processes, including the ©® Community member self-efficacy and behavioral intentions
to engage in policy advocacy and increase health literacy

ability to plan, organize, fundraise, and take action within the
decision-making context

A shift in power benefitting communities facing inequities

Community influence over decisions, policies, partnerships, ® Partner perceptions of their “seat” at the decision-making

institutions, and systems that affect health table

® Extent to which community member evidence (input) is

Document Review
Partnership Evaluation Questionnaire

Document Review
Partnership Evaluation Questionnaire
In-depth interviews

solicited by key decision makers and the media

Transparency, inclusiveness, and collaboration with the community ® Extent to which environmental health decision-making is
informed by science, social justice perspectives, and local

on the part of governments and institutions
residents

groups

Document Review, e.g., Legislative
Briefings
Partnership Evaluation Questionnaire

Engagement of community organizing and oppositional

Reduced health inequities and inequities in the social and environmental determinants of health

Improvement in social and environmental conditions within
communities facing inequities

® Government and corporate response to community
concerns over time

Document Review
Partnership Evaluation Questionnaire

® Contact, meetings, and follow-up with policy-makers

Decreased differential in social and environmental conditions
between communities facing inequities and other communities

Improvements in physical, mental, and social health issues within
communities facing inequities

Decreased differential in health outcomes between communities
facing health inequities and other communities

® Changes in social and environmental issues among
community residents and other communities
® Changes in health issues among community residents

® Changes in health outcomes among community residents
and other communities

Document Review, e.g., public reports
Partnership Evaluation Questionnaire
Document Review e.g., morbidity and
mortality reports, health status
measures

Document Review e.g., morbidity and
mortality reports, health status
measures

@ For examples of survey instruments, please see the following resources: http://cpr.unm.edu/research-projects/cbpr-project/cbpr-model.html, https://www.
detroiturc.org/resources/urc-cbpr-tools.html. Schulz, Israel, & Lantz, P. (2017). Assessing and strengthening characteristics of effective groups in community-based
participatory research partnerships. In: Garvin, C.D., Gutierrez, L.M., & Galinsky, M.J. (Eds). Handbook of Social Work with Groups, 2nd ed. Guilford Publications.
Wallerstein, N. (2018). Appendix 10: Instruments and measures for evaluating community engagement partnerships. In: Wallerstein, N., Duran, B., Oetzel, J.,
Minkler, M. (Eds.) Community-based participatory research for health: Advancing Social and Health Equity, 3rd ed. (pp. 393-397). San Francisco, CA: Jossey-Bass.

4.2. Data collection methods and instruments

4.2.1. A focus on equity in partnership processes

As depicted in Table 1, in order to assess metrics related to equity
promotion within partnership processes, partnerships might analyze
project documentation, qualitative field notes, and questionnaire data.
Metrics to evaluate equity within partnership processes may include
responsiveness of community concerns in action strategies and re-
commendations generated by the partnership and the use of community
knowledge and experience as evidence in analyzing health and equity
impacts. Such items might be assessed using qualitative field notes and
survey items capturing the extent to which communities facing in-
equities help to inform partnership activities. Instruments developed to
assess decision-making procedures (Schulz et al., 2003, 2017), and

31

partnership alignment with community principles and interests (Brown
& Vega, 1996) may be helpful for assessing these measures. To de-
termine the extent to which issues analyzed by the partnership are
community-identified and relevant, partners might review grant pro-
posals to consider whether the proposal is informed by communities
facing inequity, has support from the community, and is informed by
the power, political, and historical context of the health problem. All of
these measures discussed above, as well as other indicators may be
generated through conversations within the partnership, again with an
emphasis on reflecting community priorities.

4.2.2. A focus on addressing health equity
Measures assessing a focus on health equity in the community in-
clude addressing equity in partnership goals, research questions, and
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methods, and analysis of the distribution of health and equity impacts
across the population (see Table 1). To assess the extent to which there
is a focus on equity in partnership goals, research questions, and
methods, partners can jointly identify potential indicators, review
documents such as research proposals and meeting minutes to consider
whether equity promotion is weighed in the formulation of these three
elements, and whether the processes and criteria used to develop them
reflect a focus on equity. Questionnaires completed by partnership
members can also be used to assess partnership dynamics and members’
assessment of equity indicators (e.g., the extent to which partners agree
that the goals of the partnership and its research activities reflect a
focus on health equity, or that partnership activities consider impacts to
communities facing inequity). Instruments assessing community inclu-
sion and involvement in defining research objectives (Brown & Vega,
1996; Schulz et al., 2017) may be used to evaluate these measures.
Qualitative field notes taken during meetings can help to capture both
group dynamics characteristics and the extent to which equity is an
explicit consideration as partners collaborate to develop partnership
programs and interventions. To determine the extent to which partners
analyze the distribution of health and equity impacts across popula-
tions, partnerships may review project proposals, needs assessments,
and published research produced by the partnership that investigate
disproportionate or cumulative health impacts on communities facing
inequities.

4.2.3. Capacity and ability of communities facing health inequities to
engage in future partnerships and decision-making

As presented in Table 1, metrics to assess this measure are knowl-
edge and awareness of the decision-making process, and the capacity to
influence decision-making processes (e.g., planning, organizing, fun-
draising, taking action) (Heller et al., 2014). Partnerships might assess
these measures using project documentation and/or partnership ques-
tionnaires. Specifically, partners may record and track instances in
which community members: lead or serve on committees; provide
input, expertise, and resources; improve awareness of health issues; and
gain skills in research, advocacy, or community organizing. Doc-
umentation from trainings intended to build partners’ skills in health
literacy, policy advocacy, systems change, and other topics can be used
to assess changes in knowledge and awareness of decision-making
processes, as can pre- and post-assessments of specific indicators of
capacity completed by participants (Cheezum et al., 2013). Survey
questionnaires may also assess changes in capacity to influence deci-
sion-making processes (Becker et al., 2013), including community
member knowledge, self-efficacy and behavioral intentions to engage in
policy advocacy and other activities (Israel et al., 2010). These skills
and capacities may be developed in the context of partnership efforts to
promote health equity, and may also extend to promote more equitable
decision making in other arenas.

4.2.4. A shift in power benefitting communities facing inequities

Shifts in power can be measured by group and community em-
powerment, characterized by the influence of individuals, groups, and
communities over decisions, policies, partnerships, institutions, and
systems that affect the community and their health (see Table 1). Ad-
ditional metrics can be identified by partnerships themselves, reflecting
local contexts and values (Schulz et al., 2017). Partnerships can assess
these measures through various forms of project documentation and
questionnaires completed by partners and/or community residents. To
measure community influence over decision-making, partners can re-
cord, for example, the number of times community member input is
solicited by key decision-makers and the media, the number of times
community members are asked to speak or testify at public hearings, or
grants and other funds received by the group to further its work
(Schriner & Fawcett, 1988). More specifically, shifts in power may be
indicated by changes such as an increase in grants received in which
community-based organizations or other community entities are the
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fiduciaries and play key leadership roles. As suggested in Table 1,
partnership questionnaire items may also assess partner perceptions of
the extent to which they are able to participate in decision-making that
impacts their health. There are several examples of questionnaires in
the CBPR literature which attempt to measure group and community
empowerment or decision-making power in a variety of venues (Becker
et al., 2013; Israel, Checkoway, Schulz, & Zimmerman, 1994; Oetzel
et al., 2018; Schulz et al., 2003, 2017).

4.2.5. Reduced health inequities and inequities in the social and
environmental determinants of health

Changes in health inequities and the social and environmental de-
terminants of health, presented as Long-term Outcome Measures of
Partnership Effectiveness and Equity in Fig. 1, can be measured by
assessing changes in the social and environmental conditions within
communities with disproportionate health risks between communities
facing inequities and other communities (see Table 1). Project doc-
umentation, questionnaires, and review of morbidity and mortality
reports and other measures of health status can be used to assess these
measures. For example, partners can track and evaluate government
and corporate response to community concerns over time, as well as the
number and types of contact, meetings, and follow-up that community
members have with policymakers (Schriner & Fawcett 1988). Partners
can review morbidity and mortality reports from local governments
(e.g., county health departments) to document and assess changes in
relevant health issues and health outcomes. Pre- and post- survey
questionnaire items might also be used to assess partners’ perceptions of
these changes, as well as their perceptions of the extent to which the
partnership has been effective in achieving specific goals, such as
raising awareness or engaging community members and policymakers
around strategies to reduce adverse health impacts (Becker et al., 2013;
Schulz et al., 2003, 2017).

5. Conclusion and lessons learned

Bridging equity evaluation literature from CBPR and HIA has strong
implications for evaluation of the intermediate and long-term impacts
of CBPR partnerships and other partnerships focused on achieving
health equity. CBPR evaluation frameworks demonstrate that effective
and equitable group dynamics characteristics are critical to a partner-
ship’s success in working together (Israel et al., 2013b; Kastelic et al.,
2018; Schulz et al., 2003, 2017; Wallerstein & Duran, 2010). This paper
extends that work through a synergistic framework that explicates
equity within group dynamics as it contributes to a group’s effective-
ness in addressing health equity, and suggests specific domains and
methods for assessment of equity across levels of the conceptual fra-
mework. Integrating dimensions of health equity from HIA links group
dynamics characteristics to specific equity outcomes to guide evalua-
tion efforts within partnership efforts to achieve equity. These dimen-
sions help to illuminate the link between equitable group dynamics and
equitable outcomes within the partnership and in communities more
broadly. Such frameworks may also benefit equity evaluation in other
fields by incorporating consideration of the group dynamics char-
acteristics that facilitate meaningful participation and influence of
communities facing health inequities.
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