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PRESIDENT’S MESSAGE

Planning for ABCT’s
Future
Martin M. Antony,
Ryerson University

nExT MOnTH, ABCT will hold
its 54th Annual Convention,
which, for the first time, will
occur virtually. The novem-
ber convention will mark the
end of my term as ABCT pres-
ident and the beginning of
David Tolin’s term. So, this

will be my last column as ABCT president. I
want to take a moment to thank everyone who
helped to move ABCT’s work forward over the
past year, including the numerous volunteers
who serve the association (e.g., board members,
coordinators, committee members, committee
chairs, editors, reviewers, and SIG leaders),
those who contribute content for our conven-
tion (i.e., presenters) and publications, our ded-
icated staff, and all of our members who work
hard every day to advance the alleviation of
human suffering. I am proud and honored to
have had the opportunity to serve ABCT as
president.

This column focuses on ABCT’s new strate-
gic direction. Every 3 years, ABCT’s Board of
Directors, coordinators, and senior staff meet
for a strategic retreat. This year’s retreat
occurred virtually over 2 days in June. The
meeting was facilitated by Jeff De Cagna of
Foresight First LLC. Initially, some of us won-
dered whether turbulent 2020 was the right
time to begin a strategic planning process.
However, it quickly became clear that this was
exactly the right time to consider where we are
at, where we want to be in the coming years, and
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how we can get there, given this uncertain
environment in which we find ourselves.

Our process began with an “environ-
mental scan” in which a group of stake-
holders (e.g., ABCT leaders, staff, mem-
bers, external contributors) answered
questions about both ABCT and environ-
mental trends and shifts. Through this
process, we identified a range of orthodox
beliefs held about ABCT. An orthodox
belief is similar to what many of us might
refer to as a “core belief” or “underlying
assumption.” These are beliefs that we typ-
ically assume to be true, and that may hold
us back from making meaningful change.
Like any type of belief, orthodox beliefs
may be true, untrue, or partially true.
Examples of the more than 30 orthodox
beliefs that were identified through our
scan include:

“CBT is superior to other treatments”
“ABCT is primarily the ABCT

convention”
“ABCT values diversity of perspectives”
“ABCT represents and values researchers

over clinicians”
“ABCT focuses too much on anxiety

disorders”

Another important purpose of our
environmental scan was to identify antici-
pated external shifts that might impact us,
both over the short term (2020 through
2022) and longer term (2023 through
2029), including general societal shifts (e.g.,
antiracism, antiscience, aging population),
shifts in health, technology, and well-being
(e.g., focus on global mental health, shift
toward telehealth, precision and personal-
ized medicine), and shifts in behavioral
health (e.g., mobile applications, expansion
of BA- and MA-level providers, increased
emphasis on social determinants of health,
movement toward tiered care).

We are now in the process of learning
from the information collected so we can
prepare ABCT for the future. We are
exploring and challenging our orthodox
beliefs and fine tuning our strategic direc-
tion. We are still working out the details,
but I expect our new direction to be
grounded in a more accessible and inclusive
approach to creating value for both current
and emerging stakeholders who share our
passion for using behavioral science to
understand and treat a wide range of
human problems. ABCT’s future will be
guided by a number of core principles,
which are likely to touch on themes such as:

• Building diversity, equity, inclusion,
accessibility, and an antiracist stance
in our association, and in the field of
behavioral health, more generally;

• Fostering innovation to create and
enhance evidence-based approaches
to behavioral health;

• Promoting dissemination and imple-
mentation of evidence-based behav-
ioral health, in part through promoting
stakeholder engagement.

Importantly, we are carefully consider-
ing our purpose, who we see as key stake-
holders, how to carry out our work, and
how to measure whether our goals have
been met. ABCT’s ongoing strategic
process will continue through the end of
my term and well into the future. Creating
strategy is a dynamic process, necessary to
meet the demands of an ever-changing
world. We will have more to share in the
coming months, and of course, stakeholder
input (including from members) will be
invited and encouraged before any impor-
tant decisions are made.

Before I sign off, there are a couple of
other things I want to mention. First, a
word about the convention. By now, you
probably know that ABCT’s Annual Con-

vention will occur virtually. Months of
deliberation went into our decision to
cancel our in-person meeting, taking into
account the impact on our members, as
well as the impact on the association. More
than 2,000 of you completed our online
survey regarding your plans for november,
and the message was clear—traveling to
Philadelphia was simply not an option for
most of us.

Although we’ll miss connecting with
friends and colleagues in person, the virtual
format will provide opportunities to do
things differently this year. Many presenta-
tions will be recorded, with ongoing access
for a period after the convention. So,
anyone registered for the convention will
be able to attend some events that are
scheduled at the same time—something
that usually isn’t possible. The online
format will also allow for more flexibility in
when you attend presentations (your par-
ticipation won’t need to be limited to the 4
days of the convention). Also, without the
need for travel, we hope that we’ll be able to
reach a broader audience than might be the
case for our more traditional convention
format.

Finally, I want to highlight that this
issue of the Behavior Therapist is a special
issue, entitled “Advocacy in Action: Psy-
chologists’ Role in Advocacy to Improve
the Health of Marginalized Populations.”
Thank you to Brian Feinstein and Jae Puck-
ett for helping ABCT to address this
important topic through their role as guest
editors.

I look forward to joining you at our vir-
tual convention next month!

. . .

no conflicts of interest of funding to disclose.
Correspondence to Martin M. Antony,
Ph.D., Department of Psychology, Ryerson
University, 350 Victoria Street, Toronto, On,
M5B 2K3, Canada; mantony@ryerson.ca
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Once the decision was
made to hold our
november convention
virtually, your staff
focused its attention on
all the details that need
to be addressed to
ensure a successful con-

vention. I would like to formally acknowl-
edge and thank the Philadelphia Marriott
Downtown Hotel for their partnership in
working with us to resolve an amicable
cancellation of the space we reserved for
our november convention. They under-
stood our need to cancel based on the feed-
back from our convention survey. We have
a long history with the Marriott Corpora-
tion and the Philadelphia Downtown Mar-
riott Hotel in particular. If your travels take
you to Philadelphia, perhaps you would
consider staying at this hotel. FYI, we will
be holding our 2024 convention at the
Philadelphia Marriott.

As I write this column, we are working
with the Finance Committee and the Board
regarding convention registration fees. We
are very much aware that COVID-19 has
impacted your funding. Staff is working to
offer the lowest rates possible for the con-
vention registration fees while being mind-
ful of our overhead expenses. We will be
able to continue to offer reduced rates for
our 2021 webinars and archived webinars
to help members continue to earn continu-
ing education credits. Please continue to
support ABCT by renewing your dues and
remaining active in the services and bene-
fits we provide. We continue to produce 8
issues of tBT and offer 6 issues of Behavior
Therapy and 4 issues of Cognitive and
Behavioral Practice. ABCT has 41 Special
Interest Groups that are active; you need to
be a member of ABCT to be a member of
one of our SIGs. We are updating our web-
site constantly with resources for all stages
of your professional development and
interests. In 2021 we will migrate to a more
user-friendly database and a new website

platform. Then we will tackle better alter-
natives for the list serve.

We moved the annual election process
to november, thinking more members
would vote if we held it the same month as
our Annual Convention. The election has
been held online for over a decade and we
hope you will participate. We have a strong
lineup of candidates for your considera-
tion. Their bios and position statements
will be available on our website in mid-
October. The 2021 candidates are:

President-Elect
• Jill Ehrenreich-May, Ph.D.
• Alec Miller, Psy.D.

Representative-at-Large and Liaison
to Convention and Education Issues
• Katherine J.W. Baucom, Ph.D.
• Ana J. Bridges, Ph.D.

Secretary Treasurer
• Barbara W. Kamholz, Ph.D.
• Erin Ward-Ciesielski, Ph.D.

It is my sincere pleasure to inform you
the ABCT Board of Directors approved a
new award, the Francis C. Sumner Excel-
lence Award. The award is named in honor
of Dr. Sumner, the first African American
to receive a Ph.D. in psychology, in 1920.
Commonly referred to as the “Father of
Black Psychology,” he is recognized as an
American leader in education reform. The
award is intended to acknowledge and pro-
mote the excellence in research, clinical
work, teaching, or service by an ABCT
member who is a doctoral student or early
career professional within 10 years of earn-
ing a PhD/PsyD/EdD/ScD/MD and who
identifies as Black or Indigenous. The
award is given to recognize Black and
Indigenous practitioners and scholars
making important contributions to our
field. The Francis C. Sumner Excellence
Award is meant to reflect the overarching
goal of ABCT supporting its members of
color. Please take a look at the 2021 Call for

Award nominations and nominate a col-
league or yourself! Don’t overlook the
opportunity to nominate colleagues out-
side of ABCT for our Champions Award.

As President Antony mentioned in his
column, the leadership of ABCT is actively
engaged in addressing our stakeholders
and considering shifting from strategic
planning to strategic intent. I would like to
thank Dr. Antony for his commitment to
ABCT over the past year. We all had no
idea of all the “extra” time and attention
that would be required due to the pan-
demic, social injustice, and switching to a
virtual convention. Thank you, Marty, for
your openness to new ideas, inclusion of
many perspectives, and generosity of spirit.

Members, please continue to be active
in ABCT by renewing your membership
and registering for the convention. Partici-
pate in our list serve or in one of Special
Interest Groups. This is your organization
and your opinion and participation mat-
ters. The Board listens, as does the staff. We
are counting on you.

You are always welcome to contact me
directly at mjeimer@abct.org Thank you.

Stay safe and positive, everyone.
Until next time!

. . .

Correspondence to Mary Jane Eimer, CAE,
Executive Director, ABCT, 305 Seventh
Ave., Suite 1601, new York, nY 10001;
mjeimer@abct.org

AT ABCT

From Your Executive Director:
What Your Leadership and Staff
Are Working on to Serve You Better
Mary Jane Eimer, Executive Director

Congratulations
to David Antonuccio, Ph.D.,
who was recently presented
with the National Register’s
Alfred M. Wellner Lifetime

Achievement Award
in Research Excellence
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In 2019, ALOnG WITH SEVERAL of our col-
leagues, we organized a panel for ABCT’s
Annual Convention focused on psycholo-
gists’ role in advocacy to support the health
of marginalized populations. We knew that
advocacy could be a powerful tool for col-
laborating with marginalized communities
to reduce health disparities, and that it
could play an important role in science
(e.g., by generating hypotheses based on
the experiences of community members).
However, we also knew that psychologists
were rarely trained to engage in advocacy,
and that there was a divide in the field
wherein some viewed advocacy as part of
their professional responsibilities and
others did not. The potential for psycholo-
gists to engage in advocacy has long been
acknowledged (e.g., King, 1968; Pettigrew,
2018), and there has been excellent schol-
arship on the topic of integrating a social
justice perspective into psychology (e.g.,
Hargons et al.; nadal, 2017). Still, advocacy
continues to be treated as a niche topic in
psychology (particularly in clinical psy-
chology) rather than as a core value of the
field. We believe that advocacy is critical to
the work of psychologists—even an ethical
imperative (Vasquez, 2012)—and that a
commitment to advocacy and social justice
should be embedded in clinical practice
(e.g., Glassgold, 2007; Puckett, 2019; Rus-
sell & Bohan, 2007), research (e.g., Prillel-
tensky, 2001, 2003), teaching, and all of the
other responsibilities of psychologists (e.g.,
Hargons et al., 2017; Kozan & Blustein,
2018). As such, we organized the afore-
mentioned panel to share examples of how
psychologists could use advocacy as a tool
for disseminating scientific knowledge, for
increasing the impact of psychological sci-
ence, and ultimately for supporting the
health of marginalized populations.

As we organized the panel, we were
hopeful and cautiously optimistic that con-
vention attendees would be interested in

the topic of advocacy. Fast forward to min-
utes before the beginning of the panel and
we were sitting in front of a packed room
with 88 attendees, many of whom had to
stand for the duration of the session
because there were not enough seats to
accommodate such a large audience.
During the panel, as we shared our experi-
ences engaging in advocacy and responded
to attendees’ questions, it became even
more apparent to us that psychologists
were eager to learn how to incorporate
advocacy into their own professional work.
This special issue of the Behavior Therapist
is the next step in our efforts to raise aware-
ness of the importance of engaging in
advocacy as psychologists. We have
curated a collection of articles that address
a range of topics related to advocacy, such
as responding to the needs of community
partners, adapting evidence-based inter-
ventions, teaching self-advocacy skills, and
preventing burnout (a common conse-
quence of engaging in advocacy, especially
for people who are members of marginal-
ized communities themselves). The collec-
tion of articles addresses the experiences of
various marginalized populations (e.g.,
people of color, sexual and gender minori-
ties, people living with HIV) and describes
work being conducted in a number of
unique settings (e.g., community-based
organizations, clinics, camps, national and
international contexts). The special issue
concludes with a commentary written by
Dr. Kevin nadal, a leader in the movement
for psychologists to combat systemic
oppression through activism.

In closing, we are extremely grateful to
the Editor of the Behavior Therapist, Dr.
Richard LeBeau, for supporting this special
issue, and to all of the contributing authors
for sharing their expertise, research find-
ings, and personal experiences. We hope
that the articles included in this special
issue will inspire readers and serve as useful

examples of how researchers, clinicians,
educators, and trainees can use their
knowledge and skills to incorporate advo-
cacy into their own professional work. We
believe that psychologists need to do more
than just repair the damage of our unjust
world. Instead, psychologists must
embrace advocacy as a professional
responsibility and work to create true
change by dismantling the power struc-
tures that give rise to health inequities to
begin with. We hope the examples of psy-
chologists engaging in advocacy included
in this special issue will spark creative ideas
for your own vision of your responsibilities
as a psychologist.
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ADVOCACY IS DEFInED by Webster’s Dic-
tionary as “the act or process of supporting
a cause or proposal” (Merriam Webster,
2020). Health advocacy has been defined as
“activities related to ensuring access to
care, navigating the system, mobilizing
resources, addressing health inequities,
influencing health policy and creating
system change” (Hubinette et al., 2017, p.
128). A substantial amount of clinical
research has focused on addressing
inequities to reduce disparities and
improve quality of health care among
underserved individuals, consistent with
both definitions of advocacy. Therefore, in
many cases, particularly when research is
aimed at improving the health and well-
being of underserved people, it can be con-
sidered a form of advocacy, or at least be
thought of as informing and contributing
to advocacy efforts.

However, to effectively advocate for
underserved individuals, researchers and
providers—including clinical psychologist
researchers—must involve members of the
populations with whom they work to accu-

rately identify critical problems facing their
communities, identify effective strategies to
address those problems, and accurately
interpret the results of the clinical assess-
ments used in research. Problematically,
the collaborative aspect of advocacy has not
always been followed in clinical research.
Health care settings have unknowingly
contributed to minority stress for members
of marginalized communities due to
stigma and discrimination in both clinical
and research contexts (Gessner et al., 2019;
Gomez, 2013; Lambda Legal, 2014;
national Coalition of Anti-Violence Pro-
grams, 2017). The historical legacy of
minority health care consumers being mis-
treated and underserved in medical and
research settings has exacerbated existing
structural barriers to health care access,
resulting in poor engagement in care for
many that must be addressed to improve
the health and well-being of underserved
communities and to foster advocacy
(Marmot, 2005; Rivenbark & Ichou, 2020).
In the present paper we briefly describe
ways underserved individuals have been

marginalized in health care and research
settings, and discuss how these settings can
implement collaborative, inclusive prac-
tices aimed at alleviating chronic and sys-
temic stressors of underserved populations
through advocacy.

Addressing Health Inequities:
Underserved Populations’

Experiences in Health Care and
Research Settings

Marginalized and underserved people
have consistently faced structural or sys-
temic inequity and discrimination, which
may be particularly felt by those with inter-
secting stigmatized identities (Robinson &
Ross, 2013). For example, African Ameri-
can or Black sexual minority men are sub-
stantially more likely to acquire HIV and
face barriers in accessing or initiating pre-
exposure prophylaxis (PrEP medication)
compared to White sexual minority men
(Batchelder et al., 2017). These disparities
are related to layers of socioecological
inequalities rooted in systemic racism
(Hanks et al., 2018), homonegativity (neg-
ative attitudes toward sexual minority indi-
viduals), and stigma related to HIV/AIDS.

For some clinical researchers and
providers, understanding the history
behind underserved populations’ interac-
tions in health care and research settings
may require additional effort and educa-
tion. Without an understanding of minor-
ity stress (King et al., 2008; Meyer, 2003),
health disparities outcomes and minority
health engagement and adherence may not
make sense. An understanding of the cur-
rent and historical stressors and inequities
experienced in health care and research set-
tings is needed for researchers to appreci-
ate what is needed to develop, refine, and

SCIENCE FORUM

Improving Clinical Research to Inform
Advocacy Initiatives With Underserved
Individuals
Claire Burgess, VA Boston Healthcare System and Harvard

Medical School

Abigail Batchelder, Harvard Medical School, Massachusetts
General Hospital, and The Fenway Institute, Fenway Health

Apps
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implement effective interventions for
underserved people.

Relatedly, quality of provider education
on minority health topics directly impacts
the availability of competent, culturally
sensitive care. This education has been
notably lacking in many medical educa-
tional settings (Denboba et al., 2013;
Gamble Blakey & Treharne, 2019; Like,
2011), despite its absence having deleteri-
ous consequences for quality of care as well
as health engagement outcomes (Awo-
sogba et al., 2013; McGuire & Miranda,
2014). Additionally, providers’ perceptions
of their competence related to one compo-
nent of an underserved individual’s iden-
tity may not be sufficient for effectively
treating a person with interlocking under-
served and stigmatized identities. For
example, White et al. (2015) found that
while providers may feel competent dis-
cussing HIV prevention with their patients,
they may not feel prepared or comfortable
with topics related to gender identity,
which is problematic given increased risk
for HIV in patients who identify as trans-
gender or gender diverse. While topics
related to minority health have not been
routinely included in medical or mental
health curricula (Beach et al., 2004; van
Ryn, 2004), recent efforts seek to address
this gap (e.g., Boroughs et al., 2015; Truong
et al., 2014). Despite these efforts, inconsis-
tencies in trainings focused on effectively
addressing underserved population health
raises concern about sufficient assessment
competency, as some providers may feel
uncomfortable inquiring about minority-
health topics (Moll et al., 2014; White et al.,
2015). Further, the lack of comfort and
training addressing these topics can result
in important topics not being brought up
or inquired about awkwardly or unfamil-
iarly, leaving patients feeling stigmatized.
Systematic efforts are needed to implement
training to ensure competence and comfort
among providers and clinical researchers
working with underserved individuals,
including those with interlocking stigma-
tized identities.

In addition to incompetent care and
care settings marked by systemic
inequities, underserved individuals may
also experience discrimination or violence
during treatment. For example, one under-
served population disproportionately
impacted by mistreatment in health care
settings are transgender and gender diverse
(TGD) individuals. Guiding our knowl-
edge of these outcomes, the 2015 United
States Transgender Survey (USTS; 2015)
revealed that a high rate of TGD respon-

dents endorsed mistreatment and discrim-
ination in health care settings. Specifically,
one-third of TGD individuals surveyed in
USTS reported having a negative experi-
ence in a health care setting, including
experiences of verbal harassment, physical,
or sexual assault in the past year. Of those
sampled, individuals who identified as
racial minorities or as disabled reported
higher rates of negative health care experi-
ences compared to those without these
interlocking identities, evidencing the need
to be aware of interlocking stigmatized
identities when considering chance of
experiencing discrimination. Underserved
individuals who experience discrimina-
tion, including gender minority individu-
als, may avoid health care settings alto-
gether due to fear of mistreatment
(national Transgender Discrimination
Survey, 2010; USTS, 2015), perpetuating
continued expectations of stigma and
invalidation within care settings (Sloan et
al., 2017). This population exemplifies a
stark look at direct experiences of violence
that may lead to a negative association with
health care settings, which can be extrapo-
lated to other marginalized and under-
served populations, as many underserved
patients carry mistrust of the very medical
system intended to serve them. In order to
reduce medical and research mistrust,
efforts are needed to prevent discrimina-
tion in health care and clinical research set-
tings and implement trauma-informed
care practices.

Medical and research mistrust are
common barriers to producing research
that informs and supports advocacy efforts.
Marginalized underserved communities,
particularly people of color, have long
faced exploitation and discrimination in
the context of medical treatment and
research (e.g., Tuskegee; Darcell et al.,
2010). Evidence indicates that many
African American health care consumers
remain aware of past violations of rights in
the Tuskegee Syphilis Study, yielding a
demonstrable negative effect on attitudes
toward medical care (Freimuth et al.,
2001). Further, lack of trust in research is
an influential barrier to participation in
research (Brown et al., 2014; George et al.,
2014; Limkakeng et al., 2014; Schmotzer,
2012). In addition to the historical context,
insufficient provider training resulting in
culturally incompetent or even discrimina-
tory behaviors continue to perpetuate
medical and research mistrust and,
thereby, perpetuate inequities in health
care more broadly.

Relatedly, the concept of cultural mis-
trust, the adaptive attitudinal stance in
which a person of color is suspicious or
guarded toward a White person (Terrell et
al., 1981), may influence the acceptance of
medical and psychiatric diagnoses and psy-
chological interventions (Whaley, 2001).
For example, the messages patients tell
themselves about potential side effects and
medical treatments, informed by the his-
torical context of exploitative experiments
and procedures, can reduce treatment
engagement and adherence. Myers et al.
(2018) examined urban African American
women and found that age, uncertainty
(measured via the need for Closure Scale),
and conspiracy beliefs predicted medical
mistrust towards HIV treatment. The
study authors acknowledge that conspiracy
beliefs have been a strong historical predic-
tor of medical mistrust, and also have a
protective and social role, permitting the
passage of information as it pertains to pro-
tecting a minority group. Thus, clinical
interventionists are challenged to develop
and implement effective strategies to
address the impact of limited inclusion of
underserved individuals who may not be
trusting of medical systems. In pivoting to
a collaborative model (discussed in the fol-
lowing paragraphs), informed by an under-
standing of minority stress and the histori-
cal context of exploitation, insufficient
training related to working with under-
served individuals, and continued discrim-
ination, providers have the opportunity to
strategically improve the quality of care
and health and mental health outcomes
through collaborations with community
members.

Discussion/Specific Practice
Recommendations: Improving
Access to Care and Navigating

the Health care System
While there are challenges related to

merging advocacy and psychological
research, including potentially competing
goals and outcomes as well as differing
conceptualizations of how to achieve psy-
chological well-being, there are several
strategies that may be useful. Community-
based participatory research (CBPR), as
described by Israel (2010) and others (e.g.,
Collins et al., 2018; Unertl et al., 2016),
emphasizes a methodology based on a lat-
eral, partnered approach in which both
partners are egalitarian. Its methodology
focuses on equitably counting all partners’
expertise (community members, academic
researchers, and other stakeholder team
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members) into decision making, resulting
in shared ownership of the project. CBPR
has been described as a way to increase the
odds an intervention is effective by ensur-
ing underserved community partners are
empowered to voice their perspectives and
contribute throughout the research process
(Wallerstein & Duran, 2010). By involving
members of an underserved community in
every stage of the research, including iden-
tification of critical questions, the develop-
ment of intervention strategies to be tested,
as well as interpretation of results, research
can best identify areas in need of advocacy
and, ultimately, identify effective interven-
tion strategies. As many challenges faced
by underserved individuals are influenced
and exacerbated by socio-political histori-
cal contexts, systemic inequity, and socio-
ecological layers of bias and discrimina-
tion, the research questions identified by
members of underserved communities
often indicate areas of needed advocacy
that are often underappreciated by “the
ivory tower” (e.g., Chung et al., 2008; Will-
yard et al., 2018). Further, by equitably fos-
tering lateral collaborations between mem-
bers of an underserved community and
researchers, as well as other key stakehold-
ers, questions that may isolate the underly-
ing challenges, or root causes, of problems
as well as effective solutions can be identi-
fied, tested, and accurately interpreted. For
problems that are rooted in historical dis-
crimination, economic inequity, and sys-
tematic oppression, these collaborations
can result in the identification of commu-
nity and research-based advocacy strate-
gies. The end goal may be ensuring access
to care, navigating research or medical set-
tings, mobilizing resources, which are ulti-
mately needed to improve the psychologi-
cal and physical health of underserved
individuals, consistent with Hubinette’s
definition of health advocacy (Hubinette et
al., 2017).

However, effectively implementing
CBPR is difficult, time-consuming, and
often expensive, which precludes its use in
many contexts. Therefore, when conduct-
ing full CBPR is not possible, we propose
that clinical researchers consider using
components of this strategy, often referred
to as community-informed strategies.
These practices can be thoughtfully and
systematically implemented in a range of
research methodologies, with the goal of
involving empowered community mem-
bers at various stages across the research
process. While the strategies we describe
do not strictly adhere to CBPR methodolo-
gies, we suggest infusing these strategies

into more traditional research methods,
including intervention design and testing.

One example of using community-
informed strategies is exemplified through
Batchelder et al. (2015) and Batchelder et
al.’s (2013) studies. Batchelder developed a
psychological intervention strategy to
reduce internalized stigma and shame
among people living with HIV and sub-
stance use disorders based on previously
conducted qualitative and quantitative
analyses which solicited open-ended feed-
back from individuals living with HIV and
substance use disorders about the root
causes of suboptimal engagement in HIV
self-care behaviors. Through this work,
community members identified internal-
ized stigma and shame as psychological
barriers to engagement in HIV self-care.
Batchelder then iteratively developed an
intervention to improve HIV self-care
behaviors (Batchelder et al., 2020) based on
additional qualitative interviews with indi-
viduals living with HIV and substance use
disorders and providers who work with
this population, such as infectious disease
and addiction medicine physicians, psy-
chologists with expertise in HIV and sub-
stance use, and case managers who work
with this population to identify key com-
ponents. These interviews started with Dr.
Batchelder presenting evidence-based con-
tent to the individuals living with HIV and
substance use disorder, and next their
providers, iteratively refining the content
and presenting the updated content in sub-
sequent interviews. Through this process,
Batchelder updated language, including
reading level and word choice; examples
used in exercises; figures in worksheets
(e.g., changing cartoons, perceived by indi-
viduals living with HIV and substance use
disorders as child-oriented and conde-
scending, to emojis, which were perceived
as more adult-oriented); the number of ses-
sions; and added a text platform to meet
the needs of the marginally housed individ-
uals who had government subsidized cell-
phones without smartphone capabilities
(Batchelder et al., 2020). She then tested the
refined intervention content in a proof-of-
concept study, after which she conducted
exit interviews with participants to obtain
additional insight for interpretation of the
results. To then adapt the intervention for
men who have sex with men living with
HIV and substance use disorders who were
suboptimally engaged in HIV care in a dif-
ferent city, Batchelder et al. (2020) then
conducted another set of qualitative and
quantitative interviews to confirm the need
for the intervention and refine the inter-

vention content and materials in culturally
relevant ways. The results from this work
were then presented to local community
advisory boards and community-based
organizations that serve people living with
HIV to obtain additional feedback. This
later iterative refinement involved adding
some new content identified in the inter-
views, including examples related to inter-
locking stigmatized identities described in
the interviews (e.g., femmephobia) as well
as additional content related to the role of
stigmatizing language (using the “Addic-
tionary”; Kelly, 2004). This trajectory of
work exemplifies how clinical psychology
researchers can involve empowered mem-
bers of underserved groups at varying
stages of clinical research to iteratively
identify the problem or area of focus,
inform the development and refinement of
interventions, and to interpret the results,
even when full CBPR methods are not fea-
sible.

In addition to working collaboratively
with members of underserved communi-
ties to identify areas in need of focus, spe-
cific research questions, and the develop-
ment and iterative refinement of
interventions, collaborations are impera-
tive for accurately interpreting the results
of research projects and ways that research
results can inform advocacy initiatives.
Involving community members and key
stakeholders, via community advisory
boards or peer advisors, in the interpreta-
tion of results often facilitates accurate and
meaningful interpretation of research find-
ings and the identification of areas in need
of clarification. Further, as those who have
lived experiences relevant to the questions
being asked frequently have critical
insights regarding the interpretation of
research results and ways in which research
findings can meaningfully inform advo-
cacy strategies in the very communities
they are geared to aid. For example, in a
qualitative study of people with substance
use disorders enrolled in group-based
Hepatitis C treatment in the Bronx, partic-
ipants identified ways in which their group
treatment impacted their views of them-
selves, such as through reducing internal-
ized stigma (Batchelder et al., 2015). Fur-
ther, group members noted that the
camaraderie they fostered in group treat-
ment generated advocacy initiatives,
including lobbying for increased access to
Hepatitis C treatment for others.

When working with underserved indi-
viduals, it is imperative to foster trust
through empowerment and gratitude for
their contribution. In research contexts,



October • 2020 239

a d v o c a c y i n i t i a t i v e s w i t h u n d e r s e r v e d i n d i v i d u a l s

advocacy includes ensuring research par-
ticipants have a clear understanding of
what is involved in the research in which
they are being asked to consider participat-
ing. In both clinical and clinical research
contexts, practices of informed consent at
appropriate reading levels at the outset of
treatment can be useful to guide treatment,
confirm participants understand the pro-
cedures taking place, and illustrate how
their contribution will be used. Informed
consent optimally allows patients to weigh
the risks against perceived benefits and
make an unbiased choice towards partici-
pating (or withdrawing) in any treatment
or outcomes research. Working to ensure
potential research participants feel com-
fortable and empowered to ask questions
and voice disagreement is imperative in
medical and research contexts.

Being aware of any barriers to informed
consent is helpful for ensuring underserved
individuals feel empowered in clinical and
clinical research contexts. For example,
when working with individuals with vari-
able reading levels, consistently offering to
read the consent form to participants, and
normalizing this practice, can increase the
likelihood that individuals who may be

reluctant to disclose literacy challenges will
engage in informed consent. Food insecu-
rity can also be a barrier to informed con-
sent; Batchelder and colleagues routinely
offer impoverished, marginally housed
individuals with substance use disorders a
snack and beverage prior to completing the
informed consent process to ensure indi-
viduals are comfortable prior to the
informed consent process and subsequent
study visits. Working to foster trust and
empowerment when working with under-
served individuals requires facilitating
active participation in informed consent,
which often includes being cognizant of
potential barriers, including literacy level
and unmet immediate needs, when neces-
sary (e.g., providing food).

One issue that may occur within hidden
or low base rate populations is the issue of
scarcity, which may require plans in place
for thoughtfully addressing insufficient
representation of a population’s feedback
on a protocol. Either by using a formal
method, such as CBPR, or by thoughtfully
incorporating members of the population
with whom clinical researchers are focused,
lateral opportunities for offering insights,
guidance, and interpretations will improve

the quality of clinical research, the effec-
tiveness of interventions, and the utility of
research in advocacy endeavors, even if the
feedback comes from a small corps of com-
munity members.

For clinical research to effectively con-
tribute to advocacy efforts, we propose that
research questions, methods, and clinical
interventions should be developed with the
perspective of the target population in
mind. When possible, clinical research
should strive to equitably involve members
of the target population and stakeholders at
each phase. Efforts should be made to
ensure all perspectives influence the forma-
tion of research questions, intervention
development and refinement, and final
interpretation. When it is not possible to
involve members of the target population
at each stage, involving individuals at
selected stages can increase the likelihood
that clinical research can inform advocacy.
For example, involving target population
members in the piloting of studies, giving
feedback on the instruments being used, as
well as the mode of delivery have been suc-
cessfully implemented in Batchelder’s
recent work.
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Conclusion
In the present paper we defined health

advocacy using Hubinette et al.’s (2017)
definition: that which helps to ensure
access, proper navigation, resources, policy
and systems in place resulting in a decrease
of health inequities. Based on this defini-
tion, we propose that clinical psychology
research aimed at identifying and address-
ing the health and well-being of under-
served individuals has the potential to serve
as a tool in informing advocacy as well as
be a form of advocacy in itself. Further, we
examined how clinicians and clinical
researchers can achieve research that
informs and contributes to advocacy, by
involving tenets and strategies of CBPR
even when full CBPR is not feasible, with a
focus on the barriers often faced by under-
served individuals accessing and navigat-
ing health care systems.

There is a long history of underserved
health care consumers receiving subopti-
mal treatment in medical, clinical psychol-
ogy, and clinical research settings. This dis-
criminatory historical context has directly
contributed to poor access, undue barriers,
and poor engagement in care—hurdles
that must be addressed in order to improve
the quality of care and its effectiveness. In
the present paper we reviewed several ways
that underserved individuals have been
marginalized in health care and research
settings, and discussed how the implemen-
tation of collaborative, inclusive practices
might inform strategies for alleviating the
chronic and systemic barriers to effective
and accessible care for these historically
underserved populations. Clinical psychol-
ogists must involve members of the com-
munities with whom they work to accu-
rately identify critical questions and
problems facing communities, develop
effective strategies to address those identi-
fied problems, collaborate with community
members to accurately interpret the results
of the research assessments, and work
together to use the results in advocacy ini-
tiatives to improve the health and well-
being of the communities.
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OnE OF THE GUIDInG PRInCIPLES of work-
ing as a mental health provider is to recog-
nize and respond to various psychosocial
needs in order to promote health and well-
being. Supporting and advocating for the
needs of our clients/patients is particularly
important when working with diverse or
marginalized populations such as sexual
and gender minorities (SGM; e.g., lesbian,
gay, bisexual, transgender individuals) who
may experience greater physical and
mental health needs subsequent to experi-
ences of minority stress and frequent
harassment or discrimination (e.g.,
Wagner et al., 2019). Transgender and
gender diverse individuals (TGD) are at
particular risk. A recent study found that
40% of TGD adults in the United States
reported attempting suicide in their life-
time, which is approximately nine times
higher than the national average (James et
al., 2016). TGD children and adolescents
exhibit similar mental health outcomes,
with 44% of TGD youth endorsing that
they have considered suicide as compared
to 11% of their cisgender peers (Johns et al.,
2019). Unfortunately, many TGD children
and adolescents often experience violence,
rejection, and other adverse experiences
within the various contexts in which they
live and interact, including, but not limited
to, experiences in their families, intimate
relationships, and schools (e.g., Kann et al.,
2018; Kosciw et al., 2018; Ryan, 2009).
Health care professionals and mental
health counselors, in particular, are in a
unique position to recognize, respond to,
and advocate for the multifarious and com-
plex needs of TGD youth. However, pro-
fessionals may hesitate to step into the role
of patient advocate for a variety of reasons,
including a lack of awareness about appro-
priate resources for SGM patients and fear
of overstepping their boundaries as a
provider or operating outside the bounds
of their competence—even if they feel
strongly about the cause.

Therefore, the purpose of this paper is
to outline several possible opportunities for
mental health providers or other health
care professionals to advocate for TGD
patients in order to address their psychoso-
cial needs, enhance health outcomes, and
promote resiliency across settings. We
hope to highlight various strategies or
actions providers can take as needed to
support patients and their families on an
individual, community, or systemic scale.
Additionally, although health care
providers can be of service and benefit by
acting on behalf of their TGD patients, pro-
fessionals are ultimately encouraged to
work alongside their patients and empower
them to advocate for themselves. We have
provided case examples from our own
work throughout this manuscript to
expand upon how to implement advocacy
efforts.

Advocacy Examples and
Recommendations

Individual Level
At an individual level, TGD youth may

feel disempowered after experiencing
rejection, bullying, discrimination, mar-
ginalization, and/or disenfranchisement.
Mental health providers or allied health
professionals have the opportunity to col-
laborate with TGD youth to regulate emo-
tions and then co-construct an action plan
that honors the patient’s wishes or needs.
The provider might offer to intervene on
the patient’s behalf or work to support the
youth as they advocate for themselves. Sup-
porting and empowering the individual to
advocate for themselves may be partially
accomplished through the provision of
nonspecific therapeutic factors (e.g., active
listening, validation, willingness to collabo-
rate) that offer a corrective emotional expe-
rience for the TGD youth and help them
believe that change is possible. Addition-
ally, empowerment may be achieved

through the application of therapeutic
interventions that enhance self-esteem,
promote effective interpersonal communi-
cation, or facilitate skill development.

For example, imagine you are working
with a student who identifies as nonbinary
and is repeatedly misgendered with consis-
tent incorrect pronoun usage by one of
their teachers. As the provider, you offer to
reach out to their teacher to express your
concerns and request they change their
classroom behavior to become more
affirming, but the patient declines and
indicates they would like to talk with their
teacher independently first. To help the
youth prepare for the conversation effec-
tively, the provider can practice role-play-
ing various scenarios and possible out-
comes with the youth. You may wish to
practice what it might be like to receive a
variety of responses from affirming to dis-
missive and develop a plan for how the
youth will cope in the moment accord-
ingly. During follow-up sessions, providers
can review the consequences of the conver-
sation with the teacher and assess for ongo-
ing needs. If the youth encountered resis-
tance or did not experience the intended
outcome, collaborate with the patient on
the development of a plan to escalate con-
cerns such as involving the provider in a
follow-up discussion or sharing concerns
with the school principal and guidance
counselor for additional support.

Community Level
• School. TGD youth may require con-

sistent support as they navigate a variety of
challenges at school or in the community.
Adversity may be pervasive in the educa-
tional setting as acts of discrimination are
perpetrated by peers or adults alike
(Kosciw et al., 2018). Domínguez-Martínez
and Robles (2019) reported that 9 out of 10
TGD students experienced acts of physical
abuse, verbal abuse, and cyber-bullying. As
a direct result of their experiences, many
TGD adolescents feel unsafe at school; sub-
sequently, they have higher rates of school
absences, truancy, and premature dropout,
which places them at greater risk for
adverse outcomes in the future (Wagner et
al., 2019). For this reason, it is important
that health care providers frequently screen
for academic and school safety concerns in
their TGD patients.

Multiple national and international
organizations have called for increased
research productivity to evaluate best prac-
tices, curriculum, and programs that sup-
port SGM students. GLSEn (2019a) is one
such organization that works to create safe
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and inclusive schools. They offer a variety
of materials that students and families can
use to advocate for SGM youth, as well as
resources educators and administrators
may utilize to implement inclusive curricu-
lum or programming like gender and sexu-
ality alliances (GSAs) in their schools.

For example, consider the case of a
transgender adolescent male who was for-
bidden by his high school to participate in
extracurricular activities in his affirmed
gender. Historically, this youth exhibited
increased gender dysphoria and suicidal
ideation after experiencing such an injus-
tice, but even with increased suffering he
felt hopeless about changing his circum-
stances and believed speaking up or speak-
ing out would only make the situation
worse. Therefore, upon obtaining consent
from the patient, his health care provider
advocated directly on his behalf by express-
ing concern to school administrators in a
letter of support. Primary goals when draft-
ing the letter included raising awareness
about the patient’s needs and making a
request for a change in the district’s policies
to allow this student to participate. Specifi-
cally, the letter presented psychoeducation

and research findings about gender dys-
phoria, described risks associated with
noninclusive practices, and offered evi-
dence-based recommendations for more
affirming practices or policies. Materials
provided by GLSEn, such as On the Team:
Equal Opportunity for Transgender Stu-
dent Athletes (Griffin & Carroll, 2010) and
the Transgender Inclusion in High School
Athletics: Policy Brief (GLSEn, 2019b),
were also attached to the letter to provide
precedence and support for the argument.

As is to be expected, sociopolitical fac-
tors often dictate the extent to which the
school system may be able to accommodate
requests and adapt their policies; however,
it has been our experience that educational
staff members will hear and respond to
individual requests to the extent possible.
Providers may wish to be prepared to offer
compromises and solutions that are agree-
able to the patients they serve. For instance,
even if amending the school’s athletic
policy is still a work in progress, the school
district may agree that an individual youth
can be offered the opportunity to partici-
pate in extracurricular activities in their
affirmed gender if the parents of other

team members agree and offer a statement
of support. However, such an action bears
its own set of ethical considerations and
must be made in careful partnership with
the youth in order to represent their voice,
wishes, and needs effectively. The impor-
tance of collaborating with and involving
TGD youth in decision making that
impacts them cannot be overstated.
Providers who advocate for TGD youth at
school or another public forum may play
an important role in promoting access and
equal opportunity for TGD youth, but it is
not without risk. For instance, a public dis-
play of support requires that a student has
come out about their identity, which may
place them at risk for discrimination or
violence. It may also increase feelings of
gender dysphoria, even if temporarily, by
highlighting differences and disparities
between TGD youth and their cisgender
peers.

In addition to collaborative problem
solving, health care professionals are also
advised to be proactive in engaging TGD
patients about their needs and offering
their support. Although some patients may
make specific requests of their providers,
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others may not be aware of the ways their
health care team can be utilized to advocate
or address concern outside the medical set-
ting. For example, providers may offer to
document the medical necessity and their
support of students gaining access to bath-
rooms or locker rooms consistent with
their affirmed gender. In our experience,
letters of support are best received when
they include a specific request for change,
an evidence-based rationale for the request,
and when the provider offers to be available
for additional consultation or dialogue. An
invitation for ongoing communication fos-
ters a strong working alliance with the
school system and leaves the door open for
future collaboration should the patient’s
needs evolve or change over time.

Consider the case of a TGD adolescent
who experienced bullying when using the
restroom associated with their affirmed
gender at school. Experiences resulted in
fear, bathroom avoidance, and subsequent
medical concerns via frequent urinary tract
infections. In time, the patient was able to
successfully advocate for themselves and
asked for an alternative solution at school.
Initially they felt supported by their admin-
istrators who permitted use of the facilities
in the faculty lounge and nursing station.
However, after trying the school’s pro-
posed solution for several weeks, the stu-
dent realized the faculty lounge was too far
from their classes and they did not have
enough time to use the restroom without
receiving sanctions for being late to class.
However, they were nervous about raising
the issue again as they were worried they
might appear ungrateful and because they
did not believe another solution was possi-
ble. Upon hearing the concern, the
provider was able to reach out to educa-
tional personnel directly and collaborate
on the generation of another solution in
which the student was permitted to be late
to select classes.

The school system was initially frus-
trated and resistant to making such accom-
modations as they believed they had
already provided a reasonable accommo-
dation; however, they were ultimately
swayed by persistent advocacy and articu-
lation of the patient’s need in a sensitive
manner. Although the provider was singu-
larly focused in advocating for the youth’s
right and need to feel comfortable and safe
using the restroom of their choosing, the
presentation of this information was bal-
anced with validating the school’s concerns
(e.g., missing too much class) and efforts to
compromise. Therefore, in this case and
many others, providers are well-served by

using therapeutic skills and interventions
common in mental health practice. Skills
such as managing competing demands,
assessing underlying motivations, moni-
toring interpersonal dynamics, using effec-
tive written or verbal communication, and
engaging in collaborative problem solving
are particularly important.

Similarly, therapeutic skills can be used
to help direct parents on how to best
approach the school system regarding situ-
ations where their child feels unsafe or
unsupported. We have witnessed how
some parents are hesitant to become
involved, uncertain of their role or prefer-
ring to empower their teen to take matters
into their own hands. However, adult
voices are also important and may have a
greater capacity for influence in some set-
tings. Parents may need to be coached by
their child’s health care provider on how to
manage their emotions effectively in meet-
ing with school staff and how to use lan-
guage or structure their argument to be the
most successful. Similar to working with
individual TGD youth, caregivers may
benefit from intentional practice, planning,
and/or role-play activities. Parents may
also need assistance identifying key stake-
holders and determining what level of
intervention is most appropriate or who
would be the best person to help them
achieve a meaningful, timely change for
their child. That is to say, not all concerns
need to be presented to the state board of
education or escalated to the governor’s
office (as an extreme example) and,
instead, can be addressed ethically and
effectively one-on-one.

• Family context. It is important to eval-
uate and enhance experiences of TGD
youth in educational settings whenever
possible since many SGM youth receive
critical support at school, particularly when
their home life is challenging or unstable.
Although many caregivers are highly sup-
portive of their TGD youth, there is a wide
spectrum of caregiving behaviors present
in this population, ranging from fierce
advocacy to disengaged and even harmful.
A survey of SGM youth found higher rates
of abuse perpetrated by caregivers as well as
lower levels of parental closeness and
decreased sense of parental attachment
when compared with reports from their
cisgender peers (Katz-Wise et al., 2016).
Subsequently, familial rejection con-
tributes to high rates of homelessness and
involvement in the child welfare system
among SGM youth, which further
increases risk for trauma exposure, sub-

stance use, and health concerns such as
sexually transmitted infections (Wagner et
al., 2019).

Although family members of TGD ado-
lescents can serve as perpetrators of vio-
lence and emotional abuse, caregivers can
also enhance resilience. For instance, by
using the name their child has chosen in
affirmation of their gender identity, care-
givers can significantly decrease their
child’s suicidal ideation and self-harming
behavior (Russell et al., 2018). TGD adoles-
cents who report receiving parental sup-
port and acceptance also experience fewer
symptoms of depression or anxiety and
greater life satisfaction overall when com-
pared to TGD adolescents who encounter
parental rejection or those who do not feel
comfortable coming out to their caregivers
(Ryan, 2009; Wagner et al., 2019).

Data are lacking, but anecdotally
parental responses to their SGM youth are
often affected by factors such as culture,
socioeconomic status, and religious beliefs.
Therefore, to assess and address the needs
of TGD youth effectively, health care
providers are encouraged to do a compre-
hensive assessment of various values,
strengths, and needs within the child/
amily system and advocate for change as
indicated. By identifying sources of both
strength and strain in relationships
between TGD youth and their parents,
providers can use a positive framework
that capitalizes on parents’ identified
strengths (e.g., protective spirit, willingness
to try, interest in learning more) while also
intervening and addressing specific con-
cerns such as parents’ sense of stigma or
fears of danger befalling their child (Ryan,
2009).

Although there may be a significant
overlap with family therapy in the identi-
fied goals of improving the health and
functioning of the family system, assessing
and addressing the family context is also an
important form of advocacy in which
health care providers can align with and
intervene on behalf of the patient. For
example, imagine a nonbinary adolescent
is seeking affirmative surgical intervention
and their caregivers are ambivalent about
the need for the procedure given their
child’s nonbinary identity. In traditional
family therapy, the mental health provider
may strive to enhance communication and
facilitate a process by which each party
contributes to the shared vision and solu-
tion within the family context; whereas in
an advocacy-focused intervention, the
provider will first collaborate with the
youth around their hopes and intentions,
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then steer the family through psychoeduca-
tion and processing toward the particular
solution that is consistent with the youth’s
goal (e.g., surgery).

Systemic Level
• Health care. In addition to unsafe or

uncomfortable conditions at home or
school, TGD youth may experience chal-
lenges in other settings as well, including
the health care system. Diverse patients
have encountered a longstanding history of
implicit bias, discrimination, and dispari-
ties in medical and mental health care set-
tings (e.g., Boroughs et al., 2017; FitzGerald
& Hurst, 2017; Harless et al., 2019). As a
field, health care researchers and providers
should strive to advance their understand-
ing and approach to factors such as race,
ethnicity, gender, sexuality, socioeconomic
status, and intersectional identities (Har-
less et al.). We must continue to consider
ways to promote evidence-based, culturally

competent best practices and strategies for
enhancing the patient experience so all
may feel welcome and supported in their
health-related needs.

Particular consideration should be
given to patients who have had previous
adverse experiences in health care as each
interaction with the system—from sched-
uling an appointment to meeting a new
provider and revealing personal informa-
tion—can be anxiety provoking. Given the
negative personal or collectivist experi-
ences TGD patients have encountered in
the health care setting in the past, it is
important for providers and their staff to
be fully committed to offering culturally
competent care by demonstrating inclusive
and affirmative practices at every point of
contact, including on the telephone and in
the waiting room. To facilitate the provi-
sion of comprehensive affirmative care,
professionals may need to step outside

their traditional patient care roles to pro-
vide education about affirmative best prac-
tices to their administrative staff, care
teams, medical students or other adult
learners to increase access to quality ser-
vices. Outside the office environment,
health care professionals have also con-
ducted trainings and provided consultation
with managed care organizations or other
systems of care (e.g., child welfare) in the
past in which professionals played a critical
role in increasing awareness about impor-
tant TGD health concerns and used the
available evidence base to inform best prac-
tice recommendations.

One additional health care resource
worth highlighting is the Trans Buddy pro-
gram (Reilly, 2020). As part of the Program
for Lesbian, Gay, Bisexual, Transgender,
and Queer (LGBTQ) Health at Vanderbilt
University Medical Center (VUMC), a
Trans Buddy is a trained volunteer patient
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advocate who is available upon request to
help TGD patients navigate the complexi-
ties of the health care system. As requested
by the patient, a Trans Buddy can visit with
or accompany TGD individuals to their
medical appointments and serve as a liai-
son to improve access to affirmative care
and enhance clinical outcomes. The advo-
cate will collaborate with the patient
around their unique needs and tailor their
service accordingly. This may include
being a friendly, supportive presence
during procedures; advocating for pre-
ferred name and pronouns to be used
throughout the visit as well as in the med-
ical record; speaking up if patient’s needs,
concerns, or requests are overlooked by the
provider; or making referrals to affirmative
providers. Mental health and affiliated care
professionals can serve as volunteers,
ensure patients are aware of the service,
and collaborate with a patient advocate
when available.

Additionally, in an effort to work and
learn alongside patient advocates, a Trans
Buddy attends visits in our interdiscipli-
nary clinic for TGD pediatric patients to
offer an introduction to the service and
assist with any needs as requested by the
patient or family. As with other aspects of
medicine, patients are expected to have
better outcomes when the care is provided
in an interdisciplinary setting (e.g., Epstein,
2014) and a team of health care profession-
als can communicate or collaborate seam-
lessly under one roof. However, establish-
ing and maintaining an interdisciplinary
clinic requires a significant amount of
advocacy and personal investment. Specif-
ically, health care providers may need to
communicate to organizational leadership
a clear need for the interdisciplinary service
and develop a plan for reallocation of
resources as significant effort may be
required to designate space, establish
provider schedules, or create new billing
structures. As with all advocacy efforts,
providers are encouraged to have a clear
“why” and mission statement around the
identified cause.

Sociopolitical and Policy Implications
Providers who are interested in offering

high-quality care to TGD youth are
encouraged to be aware that they will be
called to go above and beyond for their
patients by promoting wellness and sup-
porting collaboration, coordination, or
continuity of care outside the standard
appointment time. Although this process is
facilitated by working in an interdiscipli-
nary team as previously identified, health

care professionals may also be asked to
serve in arenas outside the health care set-
ting. In particular, we would be remiss if we
did not acknowledge that TGD youth and
their families are influenced by the
sociopolitical landscape. Therefore,
providers can play an important role in
advocating at the state and federal level for
legislation that honors, protects, and serves
the SGM community.

For instance, health care professionals
may be called to increase public awareness
about important TGD health issues such as
when a number of discriminatory policies
were proposed by the Tennessee state legis-
lature in 2020. Several bills were introduced
that proposed to restrict access to affirma-
tive care for TGD children and adolescents.
Health care professionals collaborated with
community agencies, legal experts, and
lobbyists to draft expert testimony to be
presented to legislators. In particular,
providers engaged in advocacy efforts by
using their expertise and social privilege for
good to present case examples and synthe-
size the evidence base in a way that could
be easily understood by a lay audience with
the goal of influencing informed decision
making. In addition to providing expert
testimony to policymakers, health care
professionals also wrote to their local con-
gress members, signed petitions, penned
op-ed pieces in local news sources, and
posted commentaries on social media.
However, social activism and public dis-
plays of social justice may not be for every-
one; therefore, health care providers can
also engage the discourse and advocate
effectively by sharing their concerns
among listservs, colleagues, and friends to
raise awareness and generate a public pres-
ence regarding the issue of affirmative
health care and equal rights for TGD
people.

Conclusion
In conclusion, it has become clear while

working with TGD youth that psycholo-
gists and other allied health professionals
have an important role to play in advocat-
ing for their patients’ rights and needs.
Each provider will need to decide what
level of intervention is right for them per-
sonally and for their patient(s). Upon dis-
cussion and assessment of the patient’s
unique needs, the provider may determine
action is required to promote change
across various systems and settings. At a
systemic level, providers can serve as advo-
cates and community leaders by presenting
testimony regarding best practice recom-

mendations to legislators and those who
are making TGD-related policy decisions.
However, there are many other opportuni-
ties for providers to engage on a smaller
scale and in day-to-day operations that can
also support and address the psychosocial
needs of TGD patients and families. In the
community and settings where youth
interact frequently, health care profession-
als can work with educational personnel to
establish affirmative schools and spaces
that provide a safe place for TGD patients.
At the individual level, providers can offer
to be of support to youth as needs arise in
treatment and continue to engage in
patient-centered practices that communi-
cate genuine care and concern for the well-
being of their TGD patients.

For mental health care workers and
other allied health professionals who work
with TGD youth, we hope that this paper
has provided examples of ways in which
professionals can get involved and advo-
cate effectively within the scope of their
current practices. Ultimately, however,
professionals are advised to balance their
own call to action and desire to help with
empowering their TGD patients to serve as
their own advocates and agents of change.
In our practice, we believe this is feasible
and that children, adolescents, and families
are best served by a collaborative relation-
ship with their team of health care profes-
sionals who provide ongoing assessment
and support for their biopsychosocial
needs.
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FOR A nUMBER OF YEARS, much of what
we know about marginalized communities
from psychological research, even most
social science work, came from the per-
spective of “research on” a particular mar-
ginalized group, with the majority group as
the “healthy” reference sample (Awad et al.,

2016). In part, this occurred because very
few researchers are themselves members of
these communities. In addition, research-
ers would come into a community, collect
their data, and leave, with little ongoing
benefit to the community itself. Over time,
this exploitation led to communities

becoming more suspicious of researchers
(e.g., Christopher et al., 2008). Recognizing
the problem, sometimes researchers tried
to include a benefit to the communities in
the research plan.

Community-based participatory
research (CBPR) takes a different
approach, partnering with marginalized
communities in the research process. As
described by Wallerstein and colleagues
(2018), “CBPR embraces collaborative
efforts among community, academic, and
other stakeholders who gather and use
research and data to build on the strengths
and priorities of the community for multi-
level strategies to improve health and social
equity” (p. 3). The essential aspect of CBPR
is the partnership across the research
process at all stages, including which ques-
tions to ask, selection of research methods,
and interpretation and dissemination of
results.

SCIENCE FORUM

Advocacy Opportunities From Academic-
Community Partnerships: Three Examples
From Trans Collaborations
Debra A. Hope, University of Nebraska-Lincoln

Nathan Woodruff, Trans Collaborations Local Community Board

Richard Mocarski, University of Nebraska at Kearney
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Trans Collaborations
Founded in late 2014, Trans Collabora-

tions is a CBPR collaboration between
transgender and gender diverse (TGD)
communities in nebraska and academic
researchers at two of the University of
nebraska system campuses, Lincoln and
Kearney. From the very beginning, the aca-
demic researchers, Debra Hope and
Richard Mocarski (first and third authors)
and local community leader nathan
Woodruff (second author), were fully
involved in building the organization. A
local community board of six TGD adults,
representing a range of ages and gender
identities, guides Trans Collaborations. A
national advisory board of academic schol-
ars and three additional sites at University
of Alabama, Michigan State University,
and Louisiana State University round out
the organizational structure. All research
projects are developed in collaboration
with the local community board, including
project aims, recruitment strategies, and
methodology. The local community board
gives feedback on all questionnaire and
interview items before deployment, recom-
mends participant payment amounts, and
helps recruit participants for research. For
example, the local board recently served as
an informal focus group to develop content
for a new online study of the psychosocial
assessment process for obtaining gender-
affirming medical procedures. The acade-
mic team took the board’s information and
developed specific survey items, with ongo-
ing consultation. The board will help inter-
pret the meaning of the results. Woodruff
represents the entire board as a co-author
on all papers, reviewing them before sub-
mission. Although this is our process over-
all, three Trans Collaborations projects
have moved beyond the typical CBPR
research collaboration. We would like to
describe these examples of advocacy in
more detail.

Self-Advocacy Workshops
During a local community board meet-

ing, board members noted that our efforts
to help providers be more TGD-affirming
would be a long-term project. In the mean-
time, TGD people would still need to seek
medical and mental health treatment,
negotiating the often treacherous terrain of
interactions with providers and health care
staff with the likelihood of being marginal-
ized in the process (James et al., 2016). Out
of this conversation was born the idea to
develop a self-advocacy workshop for TGD

adults and an entirely new line of research
for the academic team.

Once the local community board had
identified the need, the academic team, led
by Mocarski, gathered expertise and fund-
ing to develop self-advocacy workshops.
Sim Butler, a nationally recognized foren-
sics specialist, came on board and
Woodruff, Mocarski, and Butler developed
the first workshop plan and piloted it with
one small group of six participants. Based
on feedback from the pilot group, the self-
advocacy workshop grew from a 4- to 6-
hour format, built around narrative medi-
cine, behavioral rehearsal of common
health care interactions, and development
of advocacy skills. Our national advisory
board, especially medical providers, con-
tributed to the selection of key interactions
in the health care process—for example,
making an appointment—a challenge for
TGD people who have avoided seeking
health care. Local foundation funding sup-
ported delivery of the workshop to 36 TGD
adults. Butler and Woodruff ran the self-
advocacy workshops. Led by Mocarski, the
rest of the academic team collected efficacy,
acceptability, and satisfaction data. Full
pilot data are being published elsewhere
but workshop participants were positive
about their experience. For example, on a
modified version of the Borkovec and nau
(1972) credibility measure, mean ratings
were above 8 on the 0–9 scales (9 being the
most positive) for whether the workshop
would prepare them to share their gender
journey with their provider and whether
they would recommend the workshops to
a friend in the TGD community. We are
currently seeking federal funding to
develop the model further, including
online modules that would aid dissemina-
tion.

How do the self-advocacy workshops
reflect our community-academic partner-
ship? First, the initial idea of the work-
shops came from a member of the local
community board. Second, the community
board, and especially the board chair, were
fully involved in every phase of workshop
development, refinement, and delivery.
Third, the workshop participants them-
selves helped guide development of the
workshops by conveying their desire to
take more ownership of their interactions
with health care providers and sharing
their lived experience in small groups.
Fourth, the academic researchers gathered
the needed expertise to develop a high-
quality, evidence-based product, in collab-
oration with the community to ensure it
was also culturally sensitive. Fifth, by gath-

ering data about the workshop experience
and outcomes, the academic researchers set
the stage to seek federal funding and even-
tually enlarge the impact of the workshops,
magnifying the impact of the local commu-
nity board.

Camp BOLD
The second project that illustrates our

community-academic collaboration is
Camp BOLD, our camp for TGD children
aged 5–15 and their families. Camp BOLD
is a project of the local community board,
not a research or clinical endeavor. Camp
BOLD addresses the needs of TGD chil-
dren who cannot safely participate in most
overnight camp experiences without fear of
marginalization. Camp BOLD is a week-
end-long camp at a retreat center with all
the traditional camp activities, including
bonfires, swimming, arts and crafts, paddle
boating, etc. Five families were enrolled the
first year, growing to 7 families the second
year and 10 families planned for 2020.
Given the growing evidence that strong
family support, affirming spaces, and posi-
tive peer interactions are associated with
positive mental health and well-being of
TGD youth (e.g., Austin et al., 2020), the
goal is to create a safe space where the chil-
dren and their families can be themselves
and meet other families like their own.
Many of the parents have never met a TGD
adult, so interacting with the local board
members is very helpful to them. The pri-
mary contributions of the academic mem-
bers of Trans Collaborations are help with
logistics, fundraising, and collecting partic-
ipants’ feedback. The local community
board has determined that all costs for
Camp BOLD should be covered for the
families. In the past 2 years, funds have
come from national foundations, local
churches, and individual donations, with
the feedback data helping support funding
applications. Feedback from families has
been positive, describing the transforma-
tive experience of being in an affirming
space that celebrates their children,
decreases their sense of isolation and fear,
and starts a support network that has con-
tinued among the families after camp is
over.

COVID 19 Virtual Support Groups
Most recently, the Trans Collaborations

Community Board has started a third
advocacy initiative, online support groups
for TGD adults in nebraska during the
COVID-19 pandemic. Social support can
help buffer the effects of marginalization
stress (e.g., Hendricks & Testa, 2012; Pflum
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et al., 2015) and the local board sensed that
many community members would be espe-
cially isolated during the stay-at-home
orders. For these groups, the only role for
the academic researchers has been to help
publicize the support groups. However, the
overall structure and organization of Trans
Collaborations was important in several
ways. The local community board met
online to discuss the need and format for
the groups with the project manager pro-
viding some logistical support. The Trans
Collaborations brand is well known in our
community and many mental health
providers and local organizations were
willing to share information about the sup-
port groups because we have built trust
over time.

Lessons Learned
Despite the success of these three illus-

trations of our community-academic col-
laboration for advocacy, the development
of Trans Collaborations has not been with-
out its challenges. Below we will describe
some of the lessons we have learned along
the way.

Process and Development of the Local
Community Board

It took about 2 years for the Local Com-
munity Board to develop into a cohesive
working group. Many members had been
on advisory boards in which they func-
tioned as a rubber stamp or for whom it
was more an opportunity to socialize. Over
time, board members have engaged more
fully in Trans Collaborations, excited by
the positive impact they can have on TGD
communities. Having an experienced chair
for the local board has been important as
he conducts the meetings, not the academic
researchers. In fact, there is very little hier-
archy on display in the meetings—every-
one has their roles and takes turns speaking
and listening. The local board took the lead
on development of the Trans Collabora-
tions mission statement and developed a
policy that every research project had to
have a direct “product” for the TGD com-
munity. As the local community board has
developed, they have initiated the three
advocacy projects described above.

Camp BOLD requires full engagement
from the local community board. The
board members at camp embody the diver-
sity of TGD people for the youth, siblings,
and parents. They are present and available
as needed but camp counselors lead many
of the activities. Board members avoid
giving advice, seeing their role as providing

opportunities to engage in camp activities
and be together. At the parents’ request, the
second year we had a medical provider who
works with the TGD community join via
teleconference, so parents could ask ques-
tions from an appropriate source rather
than the TGD board members. Camp
counselors are a mix of individuals who
identify as cisgender and TGD, many of
whom are graduate students on the
research team.

Mutual Respect and Good
Communication

Trans Collaborations includes the local
community board as well as academic
members from various disciplines (psy-
chology, health communications, marriage
and family, forensics, etc.), ranging from
graduate students to fully promoted pro-
fessors. Good communication has been
essential to develop trust and mutual
respect. The academic members have
learned to monitor their use of acronyms
and technical language, balancing commu-
nicating what is needed with the board and
avoiding bogging them down in details
better discussed later in the research team
meeting. The local board members speak
from their own lived experience as well as
their sense of the broader TGD communi-
ties.

Extra Time and Effort Needed
for Research

The CBPR approach means it takes
longer to get research done but the part-
nership has made the science stronger. We
ask better questions in a way that is a more
accurate assessment of constructs of inter-
est. The advocacy work benefits from the
academic partnership in terms of accessing
resources (e.g., a financial structure to seek
and receive community foundation grants)
but can be slowed down by the limited time
available from the academic partners as
well as university bureaucracy. Managing
this requires patience and organization to
keep activities moving ahead. Shared pro-
ject lists reviewed at weekly team meetings
attended by the local board chairperson
and academic research team members and
the addition of a paid project manager have
been helpful to productivity.

Conclusion
In the 5 years since its founding, Trans

Collaborations has grown from two infor-
mal conversations to a productive and
impactful community-based participatory
research partnership that has spawned

important advocacy work. A shared sense
of social justice, a commitment that TGD
communities deserve the best evidence-
based, culturally sensitive health and
mental health care, and a sense of trust with
each other have been essential to our suc-
cess. Although there have been challenges
along the way, the shared community and
academic leadership keeps everyone
focused on the mission. The advocacy pro-
jects described above were not in anyone’s
mind when we started, but have been an
important and valued outgrowth of the
research.
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LAY HEALTH WORKERS (LHWs) have been
recommended as a potential workforce
solution to decrease disparities in access to
both medical and mental health care glob-
ally and within the United States (Barnett
et al., 2018; Lehmann et al., 2009; Sharma
et al., 2019). LHWs include many different
types of paraprofessionals, including com-
munity health workers, patient navigators,
parent partners, peer support specialists,
and promotoras de salud. Promotoras de
salud are a specific type of LHW that has
helped improve equitable access to services
for Latinx communities1 (Ayala et al.,
2010). LHWs are often members of the
communities they serve or share some sig-
nificant characteristic with the clients they
help support. Research has demonstrated
that LHWs can increase access to evidence-
based practices (EBPs), such as cognitive-
behavioral therapy and parent training

programs, in a variety of roles from con-
ducting outreach to serving as the primary
treatment providers (Barnett, Gonzalez, et
al., 2018). Though LHWs have successfully
delivered EBPs in studies conducted in
low- and middle-income countries, licen-
sure and certification requirements in the
United States frequently restrict EBP deliv-
ery to professionals in mental health set-
tings. Therefore, LHW roles may need to
be distinct in regards to addressing service
disparities domestically (Barnett, Lau, et
al., 2018). For example, in this project the
role of LHWs was to provide auxiliary sup-
port to professional providers to increase
engagement in the EBP, Parent-Child
Interaction Therapy (PCIT; Barnett et al.,
2019).

LHWs address disparities in services by
supporting linguistically and culturally
competent services, helping community

members navigate services, providing edu-
cation, bridging gaps in access to services,
and disseminating information about ser-
vice availability to their communities
(Sharma et al., 2019). LHWs use their social
proximity, or membership in and familiar-
ity with the diverse communities they
serve, in order to engage clients and build
trust (Gustafson et al., 2018). Although the
social proximity and shared cultural and
linguistic attributes of LHWs, such as pro-
motoras, are critical for their effectiveness
in supporting service delivery, engaging
families, building trust, and providing
interventions, their shared attributes also
mean that promotoras face many of the
same challenges as the communities they
serve. Promotoras may face similar dis-
crimination, poverty, linguistic barriers,
and immigration concerns as the individu-
als they work with. While promotoras may
contribute to health equity for Latinx com-
munities, they also run the risk of exploita-
tion by health care services and research
institutions.

The risk of exploitation of LHWs is a
pressing issue, particularly as health care
systems increasingly rely on LHWs to
decrease inequities. Task shifting, in which
certain tasks that require minimal qualifi-
cations are shifted from highly trained
workers, who are in shorter supply, to
LHWs, has been recommended as a poten-
tial remedy for inequities in health care
access (Orkin et al., 2019). Interventions
focused on task shifting demand increased
reliance on LHWs, whose positions are not
governed by licensing boards, training
requirements, or established systems of
remuneration. Without established poli-
cies and regulatory frameworks, LHWs are

ORIGINAL RESEARCH

The Role of Advocacy in Community-Partnered
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1 The terms promotor/promotores and promotora/promotoras reflect the gender of LHW(s) based
on grammatical rules in Spanish. In this paper, we predominantly use promotora/s as all partic-
ipants were female identified, which is common in this workforce.
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exposed to the arbitrary decisions of indi-
vidual projects and agencies. It has been
recommended that task shifting be accom-
panied by significant policy and infrastruc-
ture developments in order to ensure that
LHWs are receiving adequate support,
training, and funding (Lehman et al.,
2009). Currently, although promotoras
have developed robust organizations and
systems within their communities and
have successfully partnered with health
care systems nationally, the infrastructure
to support their work is often lacking
(Schneider & Lehmann, 2016).

This paper will discuss how commu-
nity-partnered research and advocacy can
be leveraged to mitigate the potential
exploitation of promotoras, a vital but
undersupported workforce within health
care systems who are increasingly playing a
critical role in promoting health equity in
Latinx communities. A community-acade-
mic partnered research project with uni-
versity researchers and a promotora net-
work will serve as an example to
demonstrate steps researchers can take to
learn about advocacy from promotoras,
serve as advocates for promotoras, and to
ensure that their advocacy is directly
responsive to the promotoras’ expressed
needs.

The LEEP Project
Lay Health Workers Enhancing

Engagement for Parents (LEEP) is an
nIMH-funded research study to develop,
implement, and evaluate a LHW-delivered
intervention aimed at increasing Latinx
parent engagement in PCIT (Barnett et al.,
2019). In this intervention, LHWs conduct
home visits to promote entry into and
engagement in PCIT, which is delivered by
professional providers in community
mental health agencies. LEEP is a commu-
nity-partnered study with university
researchers, community mental health
agencies, and a local promotora network.
The LEEP intervention was developed col-
laboratively with promotoras and agency
leaders. The intervention was informed by
promotora knowledge of their community
needs and strategies they use to enhance
engagement into services, as well as agency
awareness of mental health service provi-
sion within the community, and existing
intervention materials from a pilot trial
(Barnett et al., 2016).

The Santa Barbara County Promotores
network is a county-wide organization
providing services to the community since
2002 (SBC Promotores network; n.d.). The

network provides training in being a pro-
motor and coordinates projects with other
service sectors. With approximately 200
members, promotores, who are a predom-
inantly volunteer workforce, can provide
services in English, Spanish, and some also
speak Mixteco and nahuatl (the latter two
are native languages within Mexico). Pro-
motores serve families in the community to
provide education and connection to
resources in a variety of mental health (i.e.,
alcoholism, drug abuse) and physical
health topics (i.e., diabetes, cancer, and
family violence prevention, emergency
preparedness, low-cost health insurance).
Through hands-on experience, this net-
work’s mission is to “empower families and
individuals with respect, dignity, and com-
passion by enhancing the quality of all
aspects of their lives through education and
the promotion of healthy behaviors” (Santa
Barbara County Promotores network,
n.d., para. 1). Given the range of health and
social issues addressed, promotores
become involved in specific projects based
on their interests. For the current project,
promotoras with a history and interest in
working with parents were approached by
the region’s lead promotora to participate.

The Quality Implementation Frame-
work (QIF) informed the study aims and
design (Meyers et al., 2012). The QIF out-
lines four phases for implementing new
interventions and programs, the first of
which is conducting a thorough assessment
of needs, fit, and readiness for a new inter-
vention (Meyers et al., 2012). The frame-
work recommends assessing the needs and
resources of the organization and commu-
nity in which a new intervention will be
implemented, as well as evaluating whether
the intervention fits these needs and aligns
with the organization and community’s
preferences and values (Meyers et al.). This
paper outlines the steps the LEEP team
took to understand the promotoras’ needs
and preferences, beginning with qualitative
interviews, and to provide advocacy shaped
and informed by and directly responsive to
their expressed requests.

Qualitative Interviews
As part of the first phase of the QIF,

qualitative interviews were conducted with
LHWs to understand the local context and
their training needs. Semistructured quali-
tative interviews were conducted by two
bilingual, bicultural graduate students in
Spanish with 15 Latina, Spanish-speaking
promotoras, who each had 1 to 20 years of
experience serving in their promotora role
(M = 4.29, SD = 4.78). Questions inquired

about the work promotoras had done, their
role as promotoras, and culminated in a
question about how LEEP might best sup-
port the work promotoras were already
doing with families. All interviews were
then transcribed and coded in Spanish by a
coding team of bilingual, bicultural gradu-
ate students. Initial coding took place using
a priori codes based on interview questions
(e.g., engagement strategies) and also
allowed for the development of emergent
codes (e.g., advocacy). An iterative consen-
sus process was utilized in which coding
team members met regularly to establish a
final code book, discuss emergent codes,
and resolve any coding discrepancies
through dialogue until consensus had been
reached. Upon completion of coding, the-
matic analysis of co-occurring codes was
conducted using nVivo software. The-
matic analysis involved a process of analyz-
ing the quotes that emerged within specific
co-occurrences of codes (e.g., Advocacy +
Community) to produce themes. Textual
analysis provided further insight into
themes such as advocacy. Advocacy
emerged as a multifaceted theme, referring
either to promotoras advocating for their
community or as a request that the
research team advocate for promotoras in
order to support their work.

• Promotoras advocating for their com-
munity. Promotoras discussed serving as
advocates for their community, by hearing
the concerns of the individuals they serve
and either helping individuals voice their
needs or serving as an advocate for the
individual. They discussed how helping
members of their community find their
voices was a gratifying part of their role as
promotoras:

This was a success for me because she could
not raise her voice on her own. So I helped
her, I advised her a bit, and this boosted her
confidence in herself and gave her the
courage to report [domestic violence].

They also narrated stories about fami-
lies who were unable to navigate educa-
tional and other systems independently
due to the many barriers they face, includ-
ing language, time constraints, and work-
ing multiple jobs. Promotoras described
how they were able to support families in
navigating these systems, often serving as a
voice in order to pave the way so that the
families they served would then have a plat-
form on which to speak and be heard. A
promotora described helping a single
mother who was unable to attend parent-
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teacher meetings at school because of her
work schedule, and her inability to com-
municate with the teachers about her need
for a different meeting time due to lan-
guage barriers and uncertainty about
approaching a school authority. The pro-
motora accompanied the mother to meet
with the principal and help advocate for
modified scheduling:

I was only a translator for [the mother],
[she] wouldn’t speak and tell them her
needs, [she] was afraid because they had
told [her] this principal is very strict and
that you can’t speak with her….but now
you see what we achieved.

All of the advocacy activities the pro-
motoras described were based in the
expressed needs of the families they served.
The promotoras frequently mentioned the
trust that they were able to establish, and
the communication they were privy to as a
result. Because community members trust
the promotoras, due, in part, to their
shared lived experiences, promotoras were
granted further insight into the advocacy
needs of these community members.

• Promotoras requesting advocacy. Pro-
motoras identified several areas of their
own need during the qualitative interviews.
They spoke at length about the personal
benefits they derive in their role as promo-
toras, emphasizing their work as a compo-
nent of their identity and the primary com-
pensation being gratification at serving
their community. However, promotoras
also voiced financial need, emphasizing
their desire to receive monetary compensa-
tion for their labor:

I think we have to validate all the work the
promotora does, and also, we have to pay
the promotora who does that job. Why?
Because the fact of being a promotora does
not mean we don’t have needs.

In addition to highlighting the impor-
tance of receiving financial compensation
for their work, promotoras discussed the
need for legitimacy as a professional iden-
tity and recognition:

I believe they should prepare us better as
promotoras because as promotoras we have
a lot of reach in the community and many
times the promotora is not recognized and I
believe the promotora should also get recog-
nized because now that I am a promotora, I
see that we have a lot of reach in the com-
munity.

In addition to their frequent mention of
the need for funding and public recogni-
tion and legitimacy, promotoras stressed
their desire for additional training. Promo-
toras described dedicating their personal
time to obtaining training in the commu-
nity on a variety of topics that may be per-
tinent to their communities, including dia-
betes education, Alzheimer’s education,
parenting, and more. However, due to their
status as paraprofessionals, they reflected
on limited educational opportunities avail-
able to them, particularly at no cost. They
repeatedly articulated the need for more
trainings as demonstrated by the two
quotes below:

[You can support us by] giving us a little
more training to know how to give the
people what they want.

Another promotora described the need
for more training in the following way:

You, as a school [could help us] have more
access to your projects,… like how parents
and children enrich each other, you and
[the promotoras] can enrich each other….
There are many things that we can learn,
and there are many professional people in
many fields who we can learn from, and do
many programs together. Because I think
that you have the means to do it, and this
would benefit both the promotoras and the
community, no?

The promotoras expressed eagerness to
develop and maintain partnerships that
will ultimately benefit their communities
and the families they serve. This quote also
highlights the multiple levels of supportive
collaboration and advocacy that permeate
the work of promotoras. Promotoras
enable parents to support children and
emphasized the expertise they have in
reaching families, while simultaneously
expressing a desire to benefit from the
resources and training available from the
university researchers to enable them to
support these parents.

Community-Partnered Activities
Following the qualitative interview and

thematic analysis, the LEEP research team
presented its preliminary results to the
interview participants in a community
meeting. The meeting was held at the pro-
motoras’ primary meeting site in order to
ensure accessibility, and feedback was
elicited from the promotoras on the quali-
tative analyses, which included the themes

presented in this paper and additional
themes related to engaging parents, and the
promotoras’ training needs, in order to
ensure that their voices were being accu-
rately represented in each theme. Their
feedback was incorporated into the results
and additional thoughts and concerns
emerged in dialogue between the promo-
tora network and the research team.
During this meeting, the importance of
advocacy was further highlighted as the
promotora network requested that univer-
sity researchers use their privileged acade-
mic positions to advocate for increased
integration of promotoras within health
equity projects and to support promotoras
in receiving the funding, training, sup-
ports, and recognition that they need in
order to continue their work. They specifi-
cally requested that LEEP’s lead researcher
present the study findings to system lead-
ers (e.g., health care directors) on integrat-
ing promotoras into new projects and ini-
tiatives in an equitable way.

Advocacy with the promotoras
included fully integrating them into the
research project to make sure their voices
and expertise shaped the LEEP interven-
tion and their roles. Promotoras who
expressed interest in participating at a
higher level in the project were invited into
an Advisory Group, which met quarterly to
collaboratively discuss the needs that had
been identified through the qualitative
interviews and to develop the promotora-
delivered intervention. In accordance with
the promotoras’ expressed wishes for addi-
tional training, a training sequence was
developed by the research team using a
previous model for training LHWs and
incorporating promotoras’ requests (Bar-
nett et al., 2016). Promotoras were trained
in providing LEEP care extension services
for PCIT, as well as in conducting
informed consent for parents. Training
was aimed at enhancing promotora knowl-
edge of PCIT, addressing practical barriers
to engagement, motivating parents for
treatment, modeling parenting skills taught
in the program, and promoting homework
adherence. Advisory Group meetings
ensured that promotoras’ knowledge of
their community’s needs, their own capac-
ities, and their aspirations for the project
were being regularly considered and incor-
porated into LEEP. Furthermore, the pro-
motoras and research team co-presented at
an annual conference for promotoras, led
by Vision y Compromiso, a statewide
agency providing training and support to
promotoras. At the conference, university
research team members presented along-
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side promotoras, who are members of
LEEP’s advisory group, allowing both pro-
motoras and researchers to present and to
bolster one another’s voices. Promotoras
gave direct input on their experiences col-
laborating with researchers and participat-
ing in the LEEP project.

Advocacy With Health Care Leaders
In response to the promotoras’ request

that qualitative results be shared with other
system leaders, research team members
presented at a local event that was intended
to help researchers and other system lead-
ers (e.g., hospital administration) learn
about how to integrate promotoras into
research and service projects with a lens on
equity. The need for training, supervision,
and compensation were all discussed in a
panel that included researchers, promo-
toras, and other system leaders, who had
successfully worked with promotoras.

Advocacy to State Legislators
In order to continue responding to the

needs voiced by the promotoras and to
their requests for advocacy by their univer-
sity partners, LEEP’s lead researcher pre-
sented at The California Initiative for
Health Equity and Action (Cal-IHEA)’s
Workforce Innovation Briefing, an evi-
dence-briefing for legislative staff and
advocacy organizations focused on inform-
ing policy to strengthen health care in Cal-
ifornia by supporting front-line workers
such as LHWs. Communicating research
to policymakers is a critical component of
the advocacy work psychologists can par-
ticipate in (Emmons & Gandelman., 2019;
Purtle et al., 2017). LEEP’s lead researcher
communicated the study’s findings to pol-
icymakers after discussing them with pro-
motoras in order to ensure accuracy of rep-
resentation. The findings focused on the
need for financing, certification, and train-
ing in order to support the promotoras’
ongoing service to their community. Policy
recommendations in the presentation
included establishing infrastructure to sup-
port this vital workforce and ensure that
they can continue to promote health
equity.

Conclusion
Promotoras are uniquely situated to

facilitate engagement and access to health,
mental health, educational, and parenting
services for Latinx families, in part due to
the trust they engender in their communi-
ties. The factors that enable them to build
trust and effectively support Latinx com-
munities are frequently vulnerabilities that

they share. Disparities in access to services
have led to increased focus on task sharing
and collaborating with promotoras and
other LHWs who can address these dispar-
ities. Because infrastructure and systems of
support for the work of LHWs are fre-
quently limited, especially within formal
systems of care, it is pertinent that
researchers, agencies, and academic insti-
tutions who work with LHWs work to
develop such supports by both providing
them and advocating for policies to
enhance their work. This advocacy has the
potential to improve training, supervision,
recognition, and compensation for promo-
toras, which may help address the potential
for exploitation and burnout within their
efforts to address mental health needs in
their communities.

Advocacy efforts must be informed by
the expressed desires of promotoras and
should be directly responsive to their
requests, particularly since university
researchers may not be members of the
group they are advocating on behalf of.
Within their interviews, promotoras high-
lighted the core components of the advo-
cacy they partake in on behalf of their com-
munity, with an emphasis on establishing
trust, listening to the voices of the families
they serve, and either supporting their
community in voicing their own needs or
serving as a voice only when the individuals
they serve were unable to do so on their
own. LEEP attempted to follow these
guidelines, developing partnerships with
promotoras, ensuring that their needs were
being understood through ongoing dia-
logue and feedback, presenting at their
request, and presenting alongside them so
that both sides of the academic-promotora
partnership were being voiced and heard in
tandem.

Many of the requests for advocacy that
the promotoras voiced in their qualitative
interviews align with recommended steps
in the QIF, including a desire for additional
training, support, funding, and certifica-
tion (Meyers et al., 2012). These concerns
raised by the promotoras are not only vital
to their work and ability to serve their com-
munity, but are critical within multiple
phases of the QIF, which emphasizes build-
ing capacity for the implemented interven-
tion by maintaining and training staff, fos-
tering a supportive climate, providing
assistance and supervision, and ensuring
ongoing support. In order to make LEEP
responsive to the community and sustain-
able over time, advocacy efforts emerged as
a critical component of the project.

The promotoras’ descriptions of their
advocacy efforts and their direct requests
shaped advocacy efforts that emerged from
LEEP. Promotoras described their role to
the research team as a bridge (“mi rol es un
Puente”) between their community and the
services they need. Just as the promotoras
described acting as a bridge between their
communities and medical and mental
health services, they requested that the
research team serve as a bridge between
their network and the larger legislative sys-
tems that impact the policy landscape.
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THE CARIBBEAn, a region comprised of 13
sovereign states, 17 dependent territories,
and approximately 43 million persons, rep-
resents an area rich in diversity of all forms.
While this region has made significant
strides in a number of health care sectors,
mental health progress has fallen behind.
Historically, the Caribbean region followed
the British model of mental health delivery,
initially focusing on institutionalization
and then later de-institutionalization once
more effective psychotherapeutic and psy-
chopharmacologic interventions became
available (Hickling & Gibson, 2005). This
model, however, remained highly central-
ized to mental health hospitals and major
cities within the region, with limited out-
reach and community-based mental health
resources, a pattern that continues to exist
today. A report published by the World
Health Organization (WHO) found that
although roughly one quarter of the total
disease burden in Latin America and the
Caribbean is due to mental or neurological
disorders, countries within these regions,
on average, only spend about 4.3% of their
health budget on mental health (World
Health Organization, 2011). More recent
studies have actually put this number
closer to 2%, only the minority of which is
allocated to outpatient, community mental
health centers (Phillip, 2017).

As a result of this limited budgetary
allocation for mental health care systems,
the treatment infrastructure across the
Caribbean remains deficient. Specifically,
there is a lack of governmental funding to
support a greater network of providers
(who are, as a result, very overburdened in
these settings; WHO, 2011), and relatedly,
a lack of funding to provide essential train-
ing in effective treatments and crisis man-

agement to these overburdened providers
(Caldas de Almeida & Horvitz-Lennon,
2010; Jarero et al., 2014). Another barrier to
more widespread dissemination of evi-
dence-based practices (EBPs) in particular
has been a glaring lack of resources related
to conducting high-quality research on fac-
tors impacting EBP utilization or imple-
mentation in this region (Razzouk et al.,
2008; Sharan et al., 2009), which further
impedes systematic roll-outs of EBPs in the
region. This, coupled with the low num-
bers of providers (psychiatrists/psycholo-
gists, psychiatric nurses, and social work-
ers), has led to limited access to effective
treatments in the area (Caldas de Almeida
& Horvitz-Lennon, 2010).

The current lack of legislation and
national oversight to provide services and
to protect the rights of those with mental
health disorders in the Caribbean further
compounds these issues. For instance,
Saint Lucia, an independent island nation
in this region (and one of the main coun-
tries of focus in this article), has none of the
following: mental health policies outlining
triage of services, strategic plans that out-
line national mental health education or
awareness campaigns, legislation that pro-
tects the rights and safety of individuals
seeking mental health treatment, or an
overarching national mental health
authority/council. These deficits exist even
though several documents to address some
of these deficiencies have been drafted (but
not enacted) in the past decade (Francis et
al., 2018). Current governmental budgets
for mental health cater primarily to emer-
gency or disaster situations, with little pro-
visions for the daily mental health care of
the citizens (WHO, 2009), similar to the
majority of other countries in this region
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(WHO, 2011). Of most concern, these
reports highlight the fact that the vast
majority of the countries in the Caribbean
last updated their mental health legislation
prior to the 1960s, which predates the cur-
rent conventions for human rights.

This legislative weakness in ensuring
the protection of human rights is particu-
larly worrisome given that there still exist,
quite prominently, laws that criminalize
whole subsections of the population—
specifically, those who identify as being
part of the LGBTQ+ (lesbian, gay, bisexual,
transgender, queer and related sexual or
gender minorities) community across the
region (Government of Saint Lucia, 2005;
Human Rights Watch, 2018a; Jackman,
2017). This ongoing criminalization of
LGBTQ+ citizens (specifically, with cur-
rent legal codes outlining 5- to 10-year
imprisonment terms for actual or even
intended consensual sexual activity
between two members of the same sex) has
led to a notable number of individuals flee-
ing the region to seek asylum in the United
States and Europe where there are human
rights in place to protect members of this
community (Alessi, 2016; Phillip &
Williams, 2013). Governing bodies have
argued that while these laws are technically
in place, they are not enforced. However,
the fact that no antidiscrimination laws
exist to protect these individuals or to
buffer ongoing stigma towards individuals
identifying as LGBTQ+ means this group
is still at constant risk for real threats to
their safety by Caribbean societies at large
(Human Rights Watch, 2018a, 2018b).
needless to say, the lack of legislation pro-
tecting human rights violations towards
the LGBTQ+ population (and others,
specifically women and youth; United
nations Development Programme, 2012),
combined with the lack of mental health
legislation, creates significant concern for
those individuals with mental health disor-
ders in such vulnerable communities in the
Caribbean.

Other complicating factors underlying
these deficient mental health laws include
ongoing stigma about mental health more
broadly (i.e., that expressing mental health
concerns is a sign of weakness or other
moral failing) in this region (Dudley-
Grant, 2016; Yorke et al., 2016), low treat-
ment-seeking rates for mental health (Pan
American Health Organization &
Caribbean Community [CARICOM] Sec-
retariat, 2006), and disparate access to
mental health care in various parts of this
island archipelago (Sharpe & Shafe, 2015).
Thus, given these various factors impacting

the current state of the poor mental health
legislation and treatment infrastructure in
this global setting, we believed that it was of
paramount importance to establish a part-
nership between research scientists (who
have psychological science expertise on
implementation of EBPs) and regional
advocates (who have public health and
policy expertise) to make implementation
efforts in the region maximally effective
and culturally responsive.

Establishing Advocacy Partnerships
Given a number of priority areas in

mental health, it is important to discuss
here briefly why trauma-related psy-
chopathology and training were chosen for
the partnership we established with advo-
cates for mental health reform in the region
(the specifics of which will be discussed in
detail below). First, given very high trauma
exposure rates across the Caribbean and
world (Benjet et al., 2016), coupled with a
fairly significant proportion of trauma-
exposed individuals going on to develop
posttraumatic stress disorder (PTSD) or a
number of other mental health problems
(e.g., generalized anxiety, specific phobias,
depression, substance use; Asnaani et al.,
2010; Himle et al., 2009; Kessler et al., 2012;
Pilgrim & Blum, 2012; Sabri et al., 2013),
this area was regarded by public health
advocates and providers on the ground as
an important area for collaboration for the
Caribbean region. notably, there exists
robust evidence for psychological treat-
ments for trauma-related symptoms, with
significant support for cognitive behavioral
treatments (CBT) for PTSD symptoms in
particular (one of the most common psy-
chological sequelae following trauma expo-
sure; American Psychiatric Association,
2013). Finally, given the well-documented
higher rates of trauma and subsequent
mental health burden in the youth, women,
and LGBTQ+ individuals in the Caribbean
specifically (Asnaani et al.; Himle et al.; Pil-
grim & Blum), this area was deemed to be
an important focus of mental health advo-
cacy and education.

It is also important to acknowledge that
the current partnership described in this
paper came from a growing call from col-
leagues in the public health domain for
clinical researchers to engage in direct
social justice and advocacy activities
(Horne et al., 2019). In order to more
appreciably address the inordinate and
well-documented mental health disparities
in underresourced and underrepresented
communities, this type of engagement is

crucial (Desai et al., 2019; Kirmayer & Ped-
ersen, 2014). Several advocacy frameworks
have emerged to guide psychologists to
conduct such work, such as one by Hodges
and Ferreira (2013) that identified three
levels of policy work (provider-, system-,
and funder-levels) along with five action
domains (Intervention Intent, Communi-
cation, Administrative Leadership, Staff
Development and Support, and Evalua-
tion) at which advocacy efforts can be most
successful.

As a result of this call, the first author
(A.A.), a clinical researcher working in out-
patient- and community-based settings,
started to follow the work of public health
advocates and educators to better under-
stand how their expertise could be inte-
grated into such advocacy frameworks to
broaden the impact of treatment-oriented
research studies in mental health. In the
summer of 2018, the work of a Saint Lucian
public health advocacy group dedicated to
improving the sexual and reproductive
health (SRH) of women in the region, the
HERStoire Collective (www.herstoirecol-
lective.com), was very visible on social
media. Specifically, the founder and Execu-
tive Director of this organization (second
author S.R.C.W.) was effectively utilizing
social media platforms to provide educa-
tion about important SRH issues, publiciz-
ing efforts to change legislation and ser-
vices for SRH in the region, and had made
a request for those interested in various
related fields to provide more expertise and
support of these efforts. Thus, the authors
of this paper started a dialogue about col-
laborating on ongoing projects.

At this time, the organization was
engaged in piloting the Sister2Sister (S2S)
Virtual Safe Space Program as a digital
platform to address the significant gaps
existing in SRH resources and service
delivery in Saint Lucia (and the wider
Caribbean), particularly for marginalized
young women who identified as victims of
abuse/violence, LGBTQ+, as engaging in
transactional sexual activities, or belonging
to other vulnerable groups. S2S was jointly
funded by the Caribbean Vulnerable Com-
munities Coalition (CVC) and the Organi-
sation of Eastern Caribbean States (OECS),
under the Global Fund’s Safe Space and
Service Access Grant for Marginalized
Youth in the OECS. The pilot initiative,
delivered over the span of 9 months, pro-
vided an integrated educational program
that consisted of 14 virtual psychosocial
support group sessions covering a range of
pertinent SRH and associated mental
health topics. These safe space virtual chats
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were moderated by trained experts in these
content areas (such as authors S.R.C.W.
and A.A.), who would also provide helpful
external resources during the virtual sup-
port sessions, archived on HERStoire web-
site for later reference by attendees.

The program primarily targeted young
women aged 16–24 years old in Saint Lucia,
who possess limited access to SRH and
related mental health services. Importantly,
this intervention utilized and bolstered
existing mental health infrastructure by
partnering with existing organizations
such as PROSAF, a registered support ser-
vice provider for survivors of abuse and
trauma in St. Lucia. Relevant funding agen-
cies, local and regional body stakeholders,
as well as the beneficiaries of the program
considered the pilot to be highly successful
in meeting both the SRH and associated
mental health needs of young women, by
providing those who accessed the virtual
safe space with credible and sound SRH
related information, resources and referral
systems, as well as confidential and respon-
sive psychosocial support. Consequently,
the OECS has deemed this pilot program to
be a Best Practice for the region, and the
HERStoire Collective has since received
commitments from local and regional
partnerships to expand the reach of the
program to several other Caribbean
nations, via integrated mobile technology
innovation.

Project Implementation
Content Determination

Given HERStoire’s success with the S2S
program and with working with other
providers/advocates such as PROSAF and
governmental bodies in the region (includ-
ing the Bureau of Health Education at the
Ministry of Health and Wellness in St.
Lucia), we decided to leverage these con-
nections to assess specific mental health
training needs across a range of stakehold-
ers involved in mental health support in the
region. Leaders of these groups noted the
need for more training around trauma-
related issues, and further highlighted the
utility of providing practical tips for sup-
porting trauma survivors in crisis. In addi-
tion, PROSAF was forthcoming about a
high rate of burnout in those providing
support for survivors in various capacities,
and thus requested that the team ensure
provision of training in self-care.

An important feature of effective collab-
orative public health initiatives is the inclu-
sion of community partners (such as these
advocacy groups) as equal contributors to

the knowledge exchange (Campbell et al.,
2004). As a result, HERStoire (specifically,
author S.R.C.W., as a seasoned public
health educator) and the speakers (authors
A.A., a licensed psychologist, and T.M.P.,
an attending psychiatrist) devised a 1-day
workshop program that took in this advise-
ment to determine the final topics: psy-
choeducation on types of trauma and typi-
cal posttrauma reactions, informational
session on evidence-based PTSD treat-
ments (specifically, Prolonged Exposure,
PE; Foa et al., 2007), hands-on skills train-
ing for short-term strategies to handle
immediate trauma crisis (e.g., breathing
retraining, distress tolerance skills), and a
final session dedicated to self-care practices
with small group break-out discussions on
ways to engage in regular self-care to
reduce burnout. Provision of such an edu-
cational session to a range of stakeholders
was deemed consistent with recommended
advocacy work at the provider level, target-
ing the intervention intent and staff devel-
opment domains (Hodges & Ferreira,
2013). Such a training also closely followed
work highlighting the significant utility of
educational interventions as an advocacy
tool to effect meaningful change in com-
munity mental health settings (Ponce et al.,
2019).

Recruitment
The first scheduled workshop (held in

March, 2019) was advertised a month
before the workshop via an emailed flyer to
the leadership of various relevant associa-
tions/organizations (e.g., medical nurses,
psychiatric providers, school counselors,
advocacy groups, and governmental health
educators in Saint Lucia; for more detailed
information on methods, see Asnaani et al.,
2020). Despite some 100 requests to attend
within the first 2 weeks of recruitment, we
could only offer 45 participants a spot to
attend due to funding constraints, but we
prioritized attendance from a maximal
range of stakeholders representing some 19
different organizations/associations on the
island. We then offered a second workshop
in February 2020 to those who had not
been given an opportunity to attend the
first one, and were able to increase our
capacity to 60 in-person attendees. Fur-
thermore, to expand the reach of this train-
ing and mobilize other partners in the
broader region, we were able to offer this
second workshop as concurrent remote
training (via the online platform Zoom) to
an additional 12 participants who identi-
fied as advocacy group leaders, clinical
researchers, therapists, and medical associ-

ation leaders from 6 other countries (Saint
Vincent, Grenada, Antigua, Jamaica, Bar-
bados, and Trinidad). The HERStoire Col-
lective was instrumental in tapping into its
professional regional network to broaden
the reach of this second workshop.

Funding
It is important here to briefly mention

the role of funding, given its relevance to
establishing and maintaining partnerships
with advocacy groups, particularly in low-
resourced settings or non-federally-funded
research areas. This first workshop was
partially funded by a local corporate finan-
cial institution and hotel venue willing to
donate space and technical equipment to
us, and all remaining costs were covered by
the first author’s general research funds so
that there was absolutely no cost to atten-
dees of the workshop, along with meals for
the day free of charge. However, this lim-
ited funding in the first workshop, given
the no-cost model for attendees, greatly
hindered our ability to accept the majority
of interested providers.

The HERStoire Collective was vocal in
sharing the success of this first workshop
and strongly advocated for a second work-
shop to be part of a regionally funded pro-
ject provided by the Equality and Justice
Alliance (EJA), in order to obtain financial
support to provide this training to those
who had been wait-listed for the first train-
ing, among others. EJA is a coalition pro-
ject across several human rights organiza-
tions based in the United Kingdom that is
dedicated to supporting civil societies and
legislative reform that ensure more expan-
sive antidiscrimination laws (specifically
towards women and LGBTQ+ individuals)
in specific Commonwealth countries. To
this end, this coalition launched a funded
initiative across multiple countries in the
Caribbean region in the spring of 2019 to
specifically encourage the development of
a unified advocacy strategy across the
region to support national-level activities
that could inform legislative reform efforts,
with mental health reform recognized as
one of the three key areas in need of
improvement in this region. Our team pre-
pared a joint proposal to apply for this seed
funding (another advocacy action recom-
mendation; Ponce et al., 2019), for which
we received the funds to hold the second
workshop. Importantly, to better meet the
objectives of this seed grant and the fund-
ing body (EJA), we added some pre- and
postworkshop questions to assess change
in stigma towards women and LGBTQ+
individuals, and incorporated a brief



October • 2020 257

formal presentation with testimonials by
two invited LGBTQ+ activists from a local
advocacy group (United and Strong), who
provided education on key terms and
issues surrounding mental health for this
community, which proved to be a very
powerful addition to the original content.

Outcomes
All participants completed pre- and

postworkshop questionnaires generated by
our team assessing changes in knowledge
about trauma and effective treatments for
PTSD, stigma towards survivors, and self-
care knowledge/practice. Of the 95 individ-
uals who attended both workshops, 93 of
these individuals provided informed con-
sent for these data to be examined, and the
analytic approach and specific results of the
first workshop have been discussed in
detail elsewhere (Asnaani et al., 2020).
Briefly here, the data revealed that partici-
pants from both workshops found the
trainings to be overwhelmingly helpful in
adding to their knowledge on effective and
evidence-based treatments for trauma. In
addition, participants reported signifi-
cantly improved understanding around
definitions of trauma, and lower stigma
towards trauma survivors, all of which
were promising indicators of the utility of
such a training endeavor in this global con-
text. Participants also found the self-care
module particularly helpful in addressing
burnout.

Advocacy-Related Deliverables
An important aspect of broadening the

impact of training and research public
health efforts in such global settings is to
have concrete and well-defined deliver-
ables to provide to the community,
providers, and legislators/policymakers
looking to make a change in their ser-
vice/approach (e.g., Valdez et al., 2019). As
a result, there were several key deliverables,
some previously defined and some that
emerged as potentially useful. For instance,
during the first workshop with so many
different stakeholders in the room, it was
clear from group discussions that there
were many more resources available to
trauma survivors and their providers than
each individual group/organization was
aware of. Thus, one deliverable that was
not initially conceived in the first work-
shop, but came about organically, was the
creation of a group-think resource guide of
local mental health treatment and support
services provided by each of the stake-

holder groups, which our team collated
and distributed to all attendees.

Another major deliverable from these
trainings was the provision of widely used
(in the U.S., at least) psychometrically
sound self-report questionnaires for PTSD
in adults (namely, the Posttraumatic Diag-
nostic Scale for DSM-5; Foa et al., 2016)
and children (namely, the Child PTSD
Symptom Scale for DSM-5; Foa et al.,
2018), to equip providers with better ways
to assess for PTSD in those they supported.
In addition, slide copies, handouts for skills
taught and self-care, and some publicly
available psychoeducation handouts were
provided to all attendees for use as needed
with their clients (or for themselves).

Finally, a major deliverable from the
second workshop in particular, given its
primary funding by the EJA and their man-
date to advocate for mental health reform
in the region, was the presentation of the
preliminary results of the second workshop
by second author S.R.C.W. within days of it
occurring to a regional body plenary ses-
sion held in the first week of March, 2020.
During this session, it was made clear that
to address existing intersectionality in vul-
nerable populations such as women, girls,
and members of the LGBTQ+ community,
it would be beneficial to capitalize on the
involvement and organic creation of work-
ing groups in the mental health realm with
members representing the diverse mental
health needs of key populations. It was
strongly suggested by the regional public
health advocates and legal representatives
attending this plenary session that intra-
and inter-country working groups be
established in order to yield significant
improvements in mental health legislation.
Specifically, this would entail having advo-
cates in these workgroups use the results
from this project, and others that were con-
currently occurring across the region over
the course of the 1-year EJA initiative, to
inform strategies that advance mental
health legislation at local and regional
levels. These strategies include identifica-
tion of key mental health training targets,
stakeholder groups to partner with in each
country, availability and accessibility of
currently offered services, and ongoing sit-
uations where the rights of those seeking
mental health services are threatened.
These workgroups’ efforts in synthesizing
these data and engaging in ongoing dia-
logue on mental health are intended to
result in the ability to provide stronger,
documented, and evidence-supported
arguments for these teams to present to
governing bodies to advocate for signifi-

cant (and tangible) improvements in
mental health legislation.

Challenges to Advocacy-
Partnered Work

As the process described above for this
advocacy partnership demonstrates, there
is a potential for greater impact of our work
as clinical trainers and researchers as a
result of systematic partnership with advo-
cates and engagement in social justice
activities. That said, this work is certainly
not without its significant challenges. By
sharing these here, it is our hope that they
serve as considerations (and not deter-
rents) to colleagues engaging in similar
work.

Limited Funding
As mentioned already, inadequate

funding from legislative bodies continues
to be a major challenge to doing such work.
While obtaining research funds from fed-
eral or private foundations is itself no easy
undertaking, looking for financial support
for mental health efforts related to policy or
legislation change can feel like an even
taller order. It was because our team could
fund the first workshop with some combi-
nation of corporate sponsorship and gen-
eral research funds (greatly limiting the
number of attendees as a result) that we
had enough data to justify inclusion in the
funding initiative offered by the EJA,
allowing us to hold a second workshop.
Indeed, with each passing success and
impact on policy/legislation, the likelihood
of additional funding increases. However,
to initially build this momentum, it
requires monetary infusion from some-
where outside of traditional outlets. Even
in the second workshop, additional corpo-
rate sponsorship and engagement with
local vendors to increase awareness and
on-the-ground support were key, but this
endeavor can feel foreign to those of us
based in the U.S., where such corporate
sponsorship is not always the norm for our
work as psychologists.

Credibility and Media Exposure
Another obstacle faced during this pro-

ject was creating buy-in from leaders of
various health care systems in the region,
several of whom were reticent to engage
with a researcher who actually originates
from the region (as first author A.A. does).
That is, we surprisingly learned that there
is actually more inherent trust and belief of
credibility in foreigners wishing to provide
support to the region. In addition, this

t r a u m a - r e l a t e d t r a i n i n g i n t h e c a r i b b e a n
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spilled over into the media exposure for
this event (another feature we do not typi-
cally prioritize when doing community-
based work stateside, but that is important
in such settings: building awareness
through TV and print media about such
trainings to support advocacy efforts).
Specifically, the trainers were purposely
presented as “International doctors” by
some media outlets and then proudly
hailed as “Saint Lucians returning home”
by others, creating interesting, sometimes
opposing, optics around the expertise of
the speakers.

Technical Limitations and Resources
While the second workshop expanded

the reach of the material to providers in the
region via the Zoom remote platform,
there were certainly associated challenges
with this addition. For instance, there was
no ethernet wired connection in the hotel
venue where the workshop was being held,
and internet connectivity was quite incon-
sistent as a result, with frequent disconnec-
tions and loss of sound/video feeds. In
addition, while the utilization of webinar-
style trainings is quite commonplace and
growing in popularity elsewhere in the
world (Cummings, 2011; Matza et al.,
2015), this is a modality that individuals are
still learning to adopt more readily in the
Caribbean region. That said, the partici-
pants who did join on remotely were very
actively engaged in discussions about the
topics with the online moderator for the
entire duration of the workshop.

Other Cultural Nuances and Lessons
Finally, several other cultural nuances

to doing such work in this specific region
included conforming to the preferred
mode of communication (i.e., use of the
mobile application WhatsApp, and not
email, as a primary mode of communica-
tion with most contacts on the ground),
only providing information that is relevant
to each sponsoring or partnering body
(versus giving the whole picture of the pro-
ject), and understanding the value of
important elements such as free training
and free provision of fully catered meals
(another feature taken for granted in coun-
tries such as the U.S., where providers often
self-pay).

Future Directions
This paper presented a detailed account

of the logistics, implementation, chal-
lenges, and benefits of engaging in a
research-advocacy partnership, with
trauma-related training in a global context

as an example of how such a partnership
can work well. However, this project is still
ongoing, and as it continues to grow, it is
important to continually assess the impact
of such a partnership. Thus, future direc-
tions are framed more readily as questions
around how to effectively continue engag-
ing in this fairly unchartered territory.

First, given the significant current con-
troversy in our own training programs as
psychologists and clinical researchers on
how (and whether) to integrate advocacy
and social justice issues into our profession
(Ali & Sichel, 2019), what are some of the
changes we need to systematically make
across our traditional training models to
encourage our current trainees to more
widely engage in such efforts? Surveys of
clinical psychology doctoral candidates
increasingly highlight a desire for greater
integration of diversity-focused issues
across the clinical and research training
curriculum (Gregus et al., 2019), with
growing guidance that we should explicitly
include direct instruction on working with
advocates and other stakeholders to build
such competencies (Chu et al., 2012).

Second, many global researchers and
implementation experts have recognized
that simply rolling out mass training in
EBPs in low-resource settings is not going
to suffice in terms of appreciably reducing
health disparities globally. That is, if the
overall legislation, policy, and services
infrastructure do not support such training
efforts, they are more likely to fail (Yorke et
al., 2016). As a result, the onus is both on
those of us who assess efficacy and effec-
tiveness of EBPs, and for those of us who
push for the dissemination and implemen-
tation of EBPs, to make the engagement
with local or national legislative or policy-
making bodies a major objective of what
we aim to do (Hodges & Ferreira, 2013;
Horne et al., 2019). Working with advo-
cates to reach those top-down decision
makers is an effective and sometimes less
intimidating way to reach such a goal.
Indeed, this project closely partnered with
the Ministry of Health and Wellness in St.
Lucia, with the hope that continued part-
nership with such leadership (who oversee
the larger health care system in the coun-
try) could be an effective way to take such a
top-down approach.

This point is clearly related to the ulti-
mate consideration as we move forward,
which is to ask ourselves, “Is it even our
responsibility as psychologists and as clini-
cal researchers to engage in such social jus-
tice activities and advocacy efforts to
broaden the impact of our work to popula-

tions in need?” It should come as no sur-
prise that the answer is a resounding “Yes!”
For too long, our field has relegated such
efforts to those few who are “the ones who
like to get involved in social justice issues in
the community” and “are known for doing
minority population work” while the rest
of us get to sit on the mainstream side of
things, testing, innovating and, to put it
bluntly—having our work miss the mark of
actually making an impact where it counts
and where it is needed.

Every single one of us dedicated to evi-
dence-based practices should be thinking
about maximizing our impact in the
mental health realm by mobilizing our
efforts with these broader societal issues in
mind (Chu et al., 2012). Otherwise, to use a
popular CBT metaphor, we are simply
putting a band-aid over a gushing wound
of mental health disparities, considerably
unequal human rights, and a limited
bottom-up approach to dissemination that
has already been failing and will continue
to do so. Some of our greatest strengths as
mental health researchers and practitioners
have been the ability to be flexible, thought-
ful, and effective in our improvement of
psychological science. Making the commit-
ment to integrate this dimension of advo-
cacy-partnered work would be wonderfully
in line with these ideals and has the poten-
tial to appreciably broaden the impact of
what we do.
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MORE THAn 30 MILLIOn people in the
United States suffer from Type 2 diabetes
(T2D), the seventh leading cause of death
nationwide (Centers for Disease Control
[CDC], 2017). To address this significant
public health concern, the CDC has imple-
mented the national Diabetes Prevention
Program (DPP) Lifestyle Change Program.
The DPP aims to facilitate weight loss and
reduce the risk for T2D through increased
physical activity and improved nutrition.
The year-long program includes 22 group
sessions focused on methods for tracking
and increasing physical activity, methods
for tracking and improving nutrition, nav-
igating challenges related to physical activ-
ity and nutrition (e.g., maintaining activity
and healthy eating away from home), and

stress and coping more broadly (CDC,
2018). During the first 4 years of its imple-
mentation (2012–2016), more than 35,000
people at risk for T2D participated in the
DPP (Ely et al., 2017). Despite the strong
evidence base for the program, completion
rates remain relatively low in health care
and community settings, with only 1 in 10
participants who began the program com-
pleting the full 22-session intervention (Ely
et al.). Social factors, particularly close
family relationships, play a key role in the
health behavior of individuals. The goal of
this article is to describe and evaluate the
use of a Community Advisory Board to
adapt the DPP for delivery to a wide range
of couples.

numerous studies have explored the
relationship between close relationships
and physical health. In the context of
chronic physical illnesses (e.g., T2D, HIV),
involving romantic partners and other
family members in psychosocial interven-
tions appears to lead to greater improve-
ments in adjustment than interventions
delivered individually (Martire & Helge-
son, 2017). Despite this, few programs have
utilized close relationships in the preven-
tion of chronic diseases through health
promotion programs (see Arden-Close &
McGrath, 2017, for a review). Incorporat-
ing close others into the DPP has the
potential to increase its effectiveness and
extend its reach. Consistent with this, a
recent study demonstrated that those who
signed up for the DPP with another
member of their household were more
likely to start, complete, and stay in the
program longer than those who signed up
individually (Ritchie et al., 2020). As the
DPP does not directly focus on relation-
ships, and relationship functioning is
closely linked with health (Kiecolt-Glaser
& Wilson, 2017; Robles et al., 2014), an
explicit focus on relationships is crucial for
maximizing the impact of the DPP when
delivered to couples.

The prevalence rate of T2D is higher
among underrepresented racial and ethnic
groups compared with non-Hispanic
Whites (Cheng et al., 2019). However, non-
Hispanic Whites are more likely to attend
four or more sessions of the DPP and lose
more weight on average than those from
other racial and ethnic groups (Ely et al.,
2017). These health disparities reflect social
and economic disadvantage rather than
essential differences based on race and eth-
nicity (Braveman, 2014). To reduce health
disparities among underrepresented racial
and ethnic groups, it is important to care-
fully consider social determinants of health
in collaboration with members of disad-
vantaged groups. We particularly want to
reach those from underrepresented racial
and ethnic groups who are at higher risk
for T2D (Cheng et al.), yet are less likely to
remain in—or benefit from—the DPP rela-
tive to non-Hispanic Whites (Ely et al.).
Diabetes prevention efforts that are applic-
able to a wider range of individuals, partic-
ularly those from underrepresented racial
and ethnic populations at heightened risk
of developing T2D, are critical to increas-
ing the effectiveness and reach of the DPP.

Given well-documented health dispari-
ties in T2D among underrepresented racial
and ethnic groups, we are in the process of
designing an adaptation of the DPP that
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will be applicable to a wide range of couples
at risk for T2D. The World Health Organi-
zation identifies advocacy as a key strategy
for achieving health promotion goals to
reduce health disparities (Carlisle, 2000).
The current project utilizes advocacy in
health promotion by ensuring broad par-
ticipation of stakeholders in planning
(Carlisle, 2000). We created a partnership
between community members and clinical
researchers using Community-Based Par-
ticipatory Research (Wallerstein et al.,
2017) methods. These methods were
designed to reduce health disparities
related to chronic disease through commu-
nity engagement. Community Advisory
Boards (CABs) (newman et al., 2011) are a
specific Community-Based Participatory
Research tool for collaboration between
community members and researchers to
promote processes that are maximally ben-
eficial and appropriate for members of the
community. Within health promotion,
CABs allow for the incorporation of a com-
munity’s voice in advocating for and shap-
ing the development of an intervention
(Carlisle; newman et al.). In doing so, com-
munity members have a significant role in
the process of developing a more appropri-
ate and effective intervention for their
community. In the current paper, we
describe and evaluate the nIH-funded,
Couple-Based Diabetes Prevention CAB.

Couple-Based Diabetes
Prevention CAB

The Couple-Based Diabetes Prevention
CAB was formed in January 2019 with

grant support from the national Institutes
of Health (K23DK115820; UL1TR002538).
The CAB was established in collaboration
with the University of Utah Center for
Clinical and Translational Science Com-
munity Collaboration and Engagement
Team. This team contacted community
leaders from five organizations within the
Salt Lake Valley to identify potential CAB
members: Best of Africa, Calvary Baptist
Church, the Hispanic Health Care Task
Force, the national Tongan American
Society of Utah, and the Urban Indian
Center of Salt Lake. Relationships between
the Community Collaboration and
Engagement Team and these community
leaders have existed for a decade as part of
Community Faces of Utah, a community,
university, and health department partner-
ship (Drits-Esser et al., 2019). For the CAB
to be maximally effective, we sought to
identify additional CAB members with
extensive professional expertise in the
DPP. Towards this end, the principal
investigator contacted colleagues at organi-
zations recognized by the CDC to deliver
the DPP.

Members of the CAB include lifestyle
coaches delivering the DPP, master train-
ers with extensive lifestyle coach experi-
ence who train facilitators to deliver the
DPP, and community health workers who
have been professionally involved with
T2D prevention and management in their
community. The master trainers and
lifestyle coaches have experience delivering
the DPP in a family context (e.g., teaching
classes that include multiple family mem-
bers) and to members of underrepresented

racial and ethnic groups. Four CAB mem-
bers are known to have prediabetes or T2D.
Last, two members of the CAB are a couple
coping with one partner’s T2D. The mean
age of the 12 CAB members is 50.3 years
old (SD = 13.1 years). The ethnic/racial
identities of CAB members include
Latinx/Hispanic (n = 4), Hawaiian
native/Pacific Islander (n = 3), White (n =
3), and Black/African American (n = 2).

The CAB meets on a monthly basis to
discuss potential modifications to the
CDC’s “Prevent T2” DPP curriculum. Pre-
vent T2 is an updated version of the origi-
nal curriculum tested in a large RCT
demonstrating the efficacy of lifestyle
intervention in T2D prevention (Diabetes
Prevention Program Research Group,
2002), and thus is the curriculum we chose
to adapt in the current study. Organiza-
tions recognized by the CDC to deliver the
DPP may develop alternative curricula
provided they meet CDC standards (of
length, dose, content, focus) and have been
approved by CDC (CDC, 2018).

A member of the Community Collabo-
ration and Engagement Team with exten-
sive group facilitation training facilitates
each meeting, although the principal inves-
tigator of the project has taken a more
active role in co-facilitation over time. The
current adaptation of the DPP is based on
Resnicow et al.’s (1999) model of cultural
sensitivity in public health. A “surface
structure” approach to cultural sensitivity
refers to the broad analysis of surface-level
concerns regarding racial, social, and cul-
tural differences in order to expand the
structure and delivery of a given program
to a wider range of individuals (e.g., updat-
ing pictures, stories, and examples) (Resni-
cow et al.). A “deep structure” approach
involves a more in-depth consideration of
the factors that influence health behavior in
a specific population (Resnicow et al.). As
our goal was not to target any one group,
we utilize a surface structure approach to
cultural sensitivity in our adaptation of the
Prevent T2 curriculum to couples across
race, ethnicity, and culture.

The goal of each CAB meeting is to col-
lect feedback on changes to the DPP that
would extend its reach to a wide range of
couples. The week prior to each meeting,
CAB members receive the meeting agenda
and materials for review, along with the
minutes from the previous meeting. As
Table 1 illustrates, meetings alternate
between review of Prevent T2 modules and
review of edits made by the research team
based on feedback from previous CAB
meetings. CAB members come to each

1 Overview of CAB: Introductions, CAB Summary
2 Prevent T2 Module Review: Program Overview
3 Prevent T2 Module Review: Introduction to the Program
4 Prevent T2 Module Review: Get Active to Prevent T2
5 Prevent T2 Module Review: Track Your Activity
6 Prevent T2 Module Review: Eat Well to Prevent T2 & Track Your Food
7 Review of Edits: Program Overview
8 Prevent T2 Module Review: Get More Active & Burn More Calories Than

You Take In
9 Review of Edits: Introduction to the Program
10 Prevent T2 Module Review: Manage Stress & Find Time for Fitness
11 Review of Edits: Get Active to Prevent T2
12 Review of Edits: Track Your Activity
13 Prevent T2 Module Review: Cope with Triggers & Keep Your Heart Healthy
14 Review of Edits: Eat Well to Prevent T2 & Track Your Food

Meeting Topics

Table 1. CAB Meeting Topics
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meeting prepared to provide feedback cen-
tered around two overarching questions:
(1) Are there additions needed to increase
the relevance/appropriateness for couples
across communities? and (2) Are there
potential issues discussing material with a
partner present and/or relationship
processes that need to be addressed? All
CAB members are compensated for their
time, and dinner is provided at each meet-
ing.

CAB Evaluation
Regular evaluation is a critical compo-

nent of CAB maintenance (newman et al.,
2011). As such, we regularly evaluate
member perspectives on CAB functioning.
For the first 6 months of the CAB, informal
feedback was elicited from many CAB
members at the end of each meeting and
between meetings. We formalized the eval-
uation process with written evaluations at
the end of the seventh monthly meeting,
then at the end of each of the seven meet-
ings thereafter. CAB members were
informed their responses were voluntary
and anonymous, and designed to help the
facilitators improve CAB functioning. The
evaluation includes 10 Likert-type items
and 4 open-ended items. The focus of this
study is on 4 Likert-type items we believe
best capture whether advocacy via the CAB
is thus far successful (i.e., whether CAB
members are effectively included in the
adaptation process), as well as 2 open-
ended items that capture perspectives on
contributions to the larger research project
and the CAB process. Other items on the
evaluation, excluded from the current
manuscript, focused on meeting logistics

and facilitator organization (meeting
length, communication from and prepara-
tion by facilitation team) as well as the per-
sonal value of the meeting (e.g., if beneficial
connections were made with others, what
made participation worthwhile).

The four Likert-type items examined in
the current study assessed participation
and collaboration among CAB members
(“The CAB facilitator allowed everyone’s
voice to be heard” and “I learned from
other participants”), whether members
perceive the CAB to meet its overarching
goal of broadening the applicability of the
DPP to a wide range of couples ("The input
provided by the CAB is having a positive
impact on the research project"), and gen-
eral satisfaction with the CAB meetings (“I
was satisfied with the CAB meeting”) on a
scale from 1 (strongly agree) to 4 (strongly
disagree). The two open-ended items
examined in the current study assessed
CAB member perspectives on the most
important contributions to the larger
research project ("What do you believe are
the most important contributions the CAB
has made to the research project?”) and the
most important factors related to CAB
functioning (“What has been most impor-
tant in helping the CAB function well?”).

CAB members completed the evalua-
tion by hand at the end of each meeting. All
data were then entered into a Qualtrics
survey by members of the research team.
Descriptive statistics for the four Likert-
type items were computed in SPSS after the
data were exported from Qualtrics. In
order to categorize the topics of responses
to the open-ended items, the first author
manually coded responses to each item
across participants and meetings using an

inductive descriptive approach (Saldaña,
2016). The coding was reviewed and dis-
cussed with the last author, and final topics
and topic labels were determined through
consensus. The University of Utah IRB
reviewed this project and determined it did
not meet the definition of Human Subjects
Research.

Results

CAB Evaluation
Table 2 presents average ratings across

participants on the four Likert-type items
at each meeting. Across the eight evalua-
tions, CAB members generally perceived
advocacy to be successful, as indicated by
average ratings between “agree” and
“strongly agree” for the Likert-type items
focused on the inclusion of CAB members
in the adaptation process. In addition to
these quantitative ratings, many CAB
members provided additional feedback in
response to open-ended items about how
the CAB helped the larger project and what
helped the CAB function well. Responses
regarding the most important contribu-
tions of the CAB to the larger research pro-
ject included four topics: cultural compe-
tence (“Cultural outlook to make this
program more understandable for this
community,” “Language and cultural sen-
sitivity”), applicability to couples (“Finding
necessary changes to make curriculum
more applicable to couples,” “Giving a
voice to couples”), diverse perspectives of
members (“I think the varying back-
grounds of the CAB members is super
helpful and is very impactful for discus-
sion,” “Multicultural perspectives”), and
collaboration (“Being able to work together

The CAB facilitator allowed
everyone’s voice to be heard.

I learned from other participants.
I was satisfied with the CAB

meeting.
The input provided by the CAB is

having a positive impact on the
research project.

Item

Note. M (SD). n = number of CAB members completing evaluation. Items were rated on scale from 1 (strongly agree) to 4 (strongly disagree).
Data presented are from all members who completed evaluation forms following each meeting.
*In the first evaluation, which occurred following meeting 7, CAB members were asked to report on their experiences across meetings 1-7.

Meeting Number

Table 2. CAB Member Evaluations

7 * 8 9 10 11 12 13 14

1.13 (.35)

1.13 (.35)
1.13 (.35)

1.13 (.35)

1.00 (.00)

1.00 (.00)
1.00 (.00)

1.11 (.33)

1.00 (.00)

1.17 (.41)
1.00 (.00)

1.17 (.41)

1.00 (.00)

1.14 (.38)
1.00 (.00)

1.00 (.00)

1.22 (.44)

1.11 (.33)
1.11 (.33)

1.11 (.33)

1.00 (.00)

1.00 (.00)
1.00 (.00)

1.00 (.00)

1.22 (.44)

1.11 (.33)
1.22 (.44)

1.22 (.44)

1.14 (.37)

1.14 (.37)
1.43 (.53)

1.43 (.53)
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to come up with ideas and strategies to
improve the curriculum,” “CAB team
effort”). Responses regarding the most
important factors for CAB functioning
included two topics: facilitator characteris-
tics (“The facilitators are amazing at
making sure everyone has a voice,” “Great
facilitators that are aware of the group
dynamic”) and member characteristics
(“The openness of everyone in hearing
others’ comments,” “Group communica-
tion – everyone’s voice is valued”).

Suggested Adaptations to the DPP
The perspectives of CAB members from

a variety of racial and ethnic backgrounds
facilitated review of the DPP through a cul-
tural and contextual lens that considered
primary health concerns across communi-
ties. Suggestions from members included
updating the language, pictures, and stories
to include more racial and ethnic diversity
and to focus more explicitly on couples.
For example, based on member feedback,
we updated one of the stories by highlight-
ing an interracial couple with one partner
with diabetes, culturally diverse eating pat-
terns, varying preferences in physical activ-
ities, and differences in fitness and weight
goals. Members also identified ways in
which examples in the curriculum could be
more broadly applicable. For instance,
members suggested that examples of types
of food focus on those consumed across
cultures. Members also noted that some of
the examples of ways to be active made
assumptions about the participants’ envi-
ronment (e.g., that they lived in a safe
neighborhood). Importantly, the changes
suggested did not alter the content of the
intervention curriculum, but rather its pre-
sentation and delivery. Throughout discus-
sions, CAB members were highly engaged
and collaborative.

With regard to a focus on couples, CAB
members raised key considerations for
screening couples before enrolling them in
the program. There was consensus among
CAB members that both partners in partic-
ipating couples need to be willing to con-
sider certain lifestyle changes and feel com-
fortable participating in the program
together with their partner. There was
extensive discussion about differences
between couples, including potential cul-
tural differences, in how they may
approach a couple-based lifestyle interven-
tion, and the need to facilitate partners’
support of one another regardless of its
form. For example, whereas some couples
may prefer to engage in physical activity

together, shared physical activity may not
be feasible or of interest to other couples.

Discussion
This article illustrates the potential util-

ity of Community Based Participatory
Research methods, and CABs specifically,
as a means for advocacy in the context of
health promotion. A central feature within
CABs is the collective participation among
all members (newman et al., 2011), which
demonstrates an active role and voice of
community members that facilitates advo-
cacy on behalf of their respective commu-
nities based on their experiences and
knowledge (Lating et al., 2009; Shilton,
2006). Consistent with this, CAB members
perceived meetings to be collaborative and
informative, believed the input provided by
CAB members was useful to the couple-
based adaptation of the DPP, and reported
general satisfaction with the meetings.
Consistent with advocacy as a means to
reduce health disparities in health promo-
tion (Carlisle, 2000), CAB members from
communities at high risk of T2D had criti-
cal insights on how the interest in, and ben-
efits of, an adapted program could be max-
imized. Members identified cultural
competence, applicability to couples,
diverse perspectives among members, and
collaboration as key contributions of the
CAB to the research project. CAB mem-
bers raised suggestions in response to the
two overarching questions. Thus, the
common concern that CAB members may
rely on the researchers to find solutions or
alternatives to the issues at hand (Cramer
et al., 2018) did not appear to be an issue for
this CAB.

Several factors likely facilitated the suc-
cess of the CAB. The research team’s col-
laboration with the Community Collabora-
tion and Engagement Team allowed
existing partnerships to be leveraged, and
the researchers to learn from the extensive
experience of facilitators. We believe the
facilitators’ existing relationships with
many of the CAB members helped create a
balanced and equal partnership between
community members and the research
team that ensured all members’ thoughts
and opinions were voiced. Consistent with
this, CAB members described facilitator
characteristics as a key factor for CAB
functioning. We also followed applicable
processes for the formation, operation, and
maintenance of CABs (newman et al.,
2011). Having clear and open communica-
tion among CAB members and between
members and the research team created a

group environment centered on respect,
trust, and cohesion. CAB members
appeared to feel comfortable providing
feedback to the research team and other
members on possible adaptions to the DPP
curriculum, which helped maintain
engagement and create positive relation-
ships within the CAB.

It is important to recognize several lim-
itations to the current project. First,
although evaluations were anonymous, it is
possible member responses were biased or
that CAB members who were less satisfied
chose not to complete the evaluations in
their entirety. On average, one or two CAB
members declined to complete the evalua-
tion at each meeting. Members who did
complete the evaluations occasionally
skipped items. Finally, CAB members were
occasionally absent from the meetings.
These factors may have led to collection of
data from only the most satisfied and
engaged members. Additional assessment
of the CAB process by an objective
observer would reduce the likelihood of
demand characteristics.

Another limitation is the composition
of the CAB, which will likely lead to a
couple-based adaptation that is not inclu-
sive, culturally competent, or comprehen-
sive in addressing T2D-related health con-
cerns of all possible participants. The
primary goal of the diverse CAB member-
ship is to ensure the concerns of a wide
range of communities are considered in the
couple-based adaptation of the DPP. How-
ever, there is substantial variability in T2D
prevalence among racial and ethnic sub-
groups (Cheng et al., 2019), and the CAB
does not include members from all sub-
groups at high risk. Further, the approach
to recruitment of CAB members included
identification of representatives from a
range of communities, but the degree to
which any one person can truly “speak for”
a given community ignores the substantial
variability within communities. Thus, the
voices of individuals from a number of
racial and ethnic subgroups are not repre-
sented (Ross et al., 2010). The CAB also
includes only one (heterosexual, married)
couple. It would benefit from the perspec-
tives of additional couples including those
from the LGBTQIA+ community. Includ-
ing perspectives of LGBTQIA+ CAB mem-
bers would increase the likelihood that the
couple-based adaptation of the DPP appro-
priately addresses potential health con-
cerns of individuals and couples within the
LGBTQIA+ community (Cahill et al.,
2016).
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Despite these limitations, this project
highlights the potential for Community
Based Participatory Research to facilitate
advocacy in health promotion by including
members of marginalized communities in
the process of developing an intervention
with the goals of increasing its acceptability
and efficacy. Upon completion of the adap-
tation, our team will test the feasibility,
acceptability, and preliminary efficacy of
the couple-based DPP. The CAB will pro-
vide feedback on all aspects of the pilot
study design—from recruitment strategies
to assessment methods—to ensure appro-
priateness across communities. We will use
these pilot data to seek funding for a larger
trial to evaluate the effects of the couple-
based program on both engagement
(enrollment, attendance, completion) and
health outcomes (physical activity, weight
loss, incident type 2 diabetes) among indi-
viduals from marginalized communities.

References
Arden-Close, E., & McGrath, n. (2017).

Health behaviour change interventions
for couples: A systematic review. British
Journal of Health Psychology, 22(2), 215–
237. https://doi.org/10.1111/bjhp.12227

Braveman P. (2014). What are health dis-
parities and health equity? We need to be
clear. Public Health Reports, 129(1_Suppl
2), 5–8. https://doi.org/10.1177/
00333549141291S203

Cahill, S. R., Baker, K., Deutsch, M. B.,
Keatley, J., & Makadon, H. J. (2016).
Inclusion of sexual orientation and
gender identity in stage 3 meaningful use
guidelines: A huge step forward for
LGBT health. LGBT Health, 3(2), 100–
102. https://doi.org/10.1089/
lgbt.2015.0136

Carlisle, S. (2000). Health promotion,
advocacy and health inequalities: A con-
ceptual framework. Health Promotion
International, 15(4), 369–376.
https://doi.org/10.1093/heapro/15.4.369

Centers for Disease Control and Preven-
tion. (2017). About prediabetes & type 2
diabetes. Retrieved February 2, 2020,
from https://www.cdc.gov/diabetes/
prevention/about-prediabetes.html

Centers for Disease Control and Preven-
tion. (2018). Centers for Disease Control
and Prevention Diabetes Prevention
Recognition Program Standards and
Operating Procedures.
https://www.cdc.gov/diabetes/
prevention/pdf/dprp-standards.pdf

Cheng, Y. J., Kanaya, A. M., Araneta, M. R.
G., Saydah, S. H., Kahn, H. S., Gregg, E.
W., Fujimoto, W.Y., & Imperatore, G.
(2019). Prevalence of diabetes by race
and ethnicity in the United States, 2011-

2016. JAMA, 322(24), 2389–2398.
https://doi.org/10.1001/jama.2019.19365

Cramer, M. E., Lazoritz, S., Shaffer, K.,
Palm, D., & Ford, A. L. (2018). Commu-
nity Advisory Board members’ perspec-
tives regarding opportunities and chal-
lenges of research collaboration. Western
Journal of Nursing Research, 40(7), 1032–
1048. https://doi.org/10.1177/
0193945917697229

Diabetes Prevention Program Research
Group. (2002). Reduction in the inci-
dence of Type 2 Diabetes with lifestyle
intervention or metformin. New England
Journal of Medicine, 346(6), 393–403.
https://doi.org/10.1056/nEJMoa012512

Drits-Esser, D., Coulter, H., Mannello, M.
C., Sunada, G., Alder, S. C., Davis, P. F.
A., Lee, D., Mukundente, V., napia, E.,
Ralls, B., Rickard, S., Tavake-Pasi, F.,
Stark, L. A. (2019). The Community
Faces Model: Community, university and
health department partners thriving
together for effective health education.
Collaborations: A Journal of Community-
based Research and Practice, 2(1), 10.
https://doi.org/10.33596/coll.29

Ely, E. K., Gruss, S. M., Luman, E. T.,
Gregg, E. W., Ali, M. K., nhim, K., Rolka,
D. B., & Albright, A. L. (2017). A national
effort to prevent type 2 diabetes: Partici-
pant-level evaluation of CDC’s national
Diabetes Prevention Program. Diabetes
Care, 40(10), 1331–1341.
https://doi.org/10.2337/dc16-2099

Kiecolt-Glaser, J. K., & Wilson, S. J. (2017).
Lovesick: How couples’ relationships
influence health. Annual Review of Clini-
cal Psychology, 13(1), 421–443.
https://doi.org/10.1146/annurev-
clinpsy-032816-045111

Lating, J. M., Barnett, J. E., & Horowitz, M.
(2009). Increasing advocacy awareness
within professional psychology training
programs: The 2005 national Council of
Schools and Programs of Professional
Psychology Survey. Training and Educa-
tion in Professional Psychology, 3(2), 106–
110. https://doi.org/10.1037/a0013662

Martire, L. M., & Helgeson, V. S. (2017).
Close relationships and the management
of chronic illness: Associations and inter-
ventions. American Psychologist, 72(6),
601–612. https://doi.org/10.1037/
amp0000066

newman, S. D., Andrews, J. O., Magwood,
G. S., Jenkins, C., Cox, M. J., & Cox, D. C.
(2011). Community Advisory Boards in
Community-Based Participatory
Research: A synthesis of best processes.
Preventing Chronic Disease, 8(3), A70.
http://www.cdc.gov/pcd/issues/2011/ma
y/10_0045.htm

Resnicow, K., Baranowski, T., Ahluwalia,
J. S., & Braithwaite, R. L. (1999). Cultural
sensitivity in public health: Defined and

demystified. Ethnicity and Disease, 9(1),
10–21.

Ritchie, n. D., Baucom, K. J. W., & Sauder,
K. A. (2020). Benefits of participating
with a partner in the national Diabetes
Prevention Program. Diabetes Care,
43(2), e20–e21. https://doi.org/10.2337/
dc19-1489

Robles, T. F., Slatcher, R. B., Trombello, J.
M., & McGinn, M. M. (2014). Marital
quality and health: A meta-analytic
review. Psychological Bulletin, 140(1),
140–187. https://doi.org/10.1037/
a0031859

Ross, L. F., Loup, A., nelson, R. M.,
Botkin, J. R., Kost, R., Smith, G. R., &
Gehlert, S. (2010). The challenges of col-
laboration for academic and community
partners in a research partnership: Points
to consider. Journal of Empirical
Research on Human Research Ethics,
5(1), 19–31. https://doi.org/10.1525/jer.
2010.5.1.19

Saldaña, J. (2016). The coding manual for
qualitative researchers (3rd ed.). Sage
Publications.

Shilton, T. (2006). Advocacy for physical
activity - from evidence to influence. Pro-
motion & Education, 13(2), 118–126.
https://doi.org/10.1177/10253823060130
020106

Wallerstein, n., Duran, B., Oetzel, J., &
Minkler, M. (2017). Community-based
participatory research for health: Advanc-
ing social and health equity (3rd ed.).
Jossey-Bass.

. . .

We would like to thank Yeny Arones,
Sydney Henderson, Supi Mailei, Valentine
Mukundente, Jeanne Munezero, Ed napia,
Jeannette Villalta, Louisa Stark, and Cathy
Wolfsfeld for their contributions to this pro-
ject. Grants from the national Institutes of
Health (K23DK115820; UL1TR002538) and
the Undergraduate Research Opportunities
Program at the University of Utah (awarded
to Monique C. Aguirre and Olivia M.
Huntzinger) support this project. The con-
tent is solely the responsibility of the authors
and does not necessarily represent the offi-
cial views of the national Institutes of
Health. The authors have no conflicts of
interest to report.
Correspondence to Monique C. Aguirre,
Department of Psychology, 380 S 1530 E
BEH S 502, Salt Lake City, UT 84112;
u0959118@utah.edu



266 the Behavior Therapist

MULTIPLE PSYCHOLOGISTS have called
attention to the inherent relationship
between psychological well-being and
social justice (e.g., Martín-Baró et al., 1994;
Prilleltensky, 2012; Vera & Speight, 2003).
Given this relationship, it is important to
consider how therapists can support the
promotion of social justice. One way that
we might do so is through providing psy-
chological skills and support to activists
who are seeking to make positive change
for social justice. Working to make positive
change in the world is a noble yet taxing
endeavor. The cost of activism is greater
still when an individual is personally con-
nected to the cause they are defending
(Gorski & Erakat, 2019). Although
activism exacts a cost on individuals, ther-
apists are uniquely situated to offer skills
development needed to understand and
ameliorate the burdensome psychological
costs of engaging in and sustaining
activism. Based on our understanding of
the negative psychological effects of racism
and discrimination (see APA Guidelines
on Race and Ethnicity for Psychologists;
American Psychological Association, 2019;
Pappas, 2019) and of the potential positive
impact of mindfulness (Zapolski et al.,
2018) and value living (Graham et al.,
2015), we developed an online resource to
support activists of color working to pro-
mote racial justice. Our primary goal in the
online resource is to speak to and support
activists of color to prevent burnout. Our
goal in this article is to familiarize readers
with this resource so that therapists may
use this resource with clients who identify
as activists of color and with White allies to
assess burnout, implement these burnout
prevention strategies, and offer this
resource as a support for clients.

Abundant research indicates that
racism has detrimental effects on both the
psychological and physical health and
overall well-being for racialized ethnic
minorities (Gee et al., 2007; Paradies et al.,
2015; Schmitt et al., 2014; Williams et al.,
2003; see review in 2019 APA Guidelines

on Race and Ethnicity in Psychology).
More specifically, experiences of racism
have been associated with lower life-satis-
faction and well-being, anxiety, depression,
race-based traumatic stress, cardiovascular
disease, chronic pain, and various other
negative health consequences (e.g.,
Broman et al., 2000; Carter, 2007; Carter et
al., 2017; Chou et al., 2012; Deitch et al.,
2003; Franklin et al., 2012; Harrell et al.,
2003; Liu & Suyemoto, 2016; nadal et al.,
2014; Scurfield et al., 2014). Some evidence
indicates that coping strategies enacted by
People of Color, such as social support
seeking and developing racial and ethnic
identity pride, can offset the distress associ-
ated with racism (Barnes & Lightsey, 2005;
Brondolo et al., 2009; Sanders Thompson,
2006). These coping strategies have been
associated with participating in racial
activism (Suyemoto et al., in press); how-
ever, there is a growing need to develop
psychological-based resources that may
empower and protect People of Color,
allowing them to sustain resistance against
racism.

One unique contribution that psycholo-
gists could make is in the area of empower-
ing and supporting the mental health and
well-being of activists of color, fighting
against racial injustice. Activists of color,
particularly those who are advocating in
areas in which they are themselves
oppressed, are at risk of activist burnout
(Gorski, 2018). Activist burnout is a condi-
tion characterized by feelings of amotiva-
tion, depletion, and irritability that not
only leads to the deterioration of the well-
being of individual activists (Gorski &
Chen, 2015), but also undermines the sus-
tainability of social justice movements
(Gorski, 2015). More specifically, for
activists of color who target racial injustice
in their work, activist burnout may be espe-
cially high, given research suggesting that a
barrier to activism can be unreasonably
high self-expectations (Bobel, 2007);
activists of color may feel particular pres-
sure to constantly engage in difficult

actions and conversations to eradicate
racial injustice related to the marginaliza-
tion of their identities as People of Color
(Gorski, 2018).

Given this nuanced understanding of
the unique psychological and physical costs
of racism and particularly engaging in
activism against racism among People of
Color, therapists can use their skills to sup-
port activists of color, both directly or
through the development and dissemina-
tion of resources. A growing body of
research indicates that mindfulness-based
strategies may foster more positive mental
health and sustainability for People of
Color addressing racism (Harrell, 2018;
Zapolski et al., 2018). These strategies
could also be effective in supporting
activists of color, so that they might plan
for and engage in effective activism
(Gorski, 2015). In order to address this
need, we developed Refill Your Well
(https://sites.google.com/view/refillyour-
well), an online burnout management web-
site to promote self-care and burnout pre-
vention for activists of color. This resource
integrates understandings of racism related
stress and activist burnout and connects
these understandings to strategies based on
acceptance-based behavioral and mindful-
ness principles (Orsillo & Roemer, 2016).

In this article, we briefly describe the
three components of Refill Your Well. We
present relevant psychologically based
skills from each module from the online
resource, which may aid activists of color
and/or their therapists to identify signs of
burnout, interrupt burnout, and sustain
their action. We hope that providing ther-
apists and activists of color with such a
website and toolset may encourage both
clinicians and activists to continue to fight
against systemic racial injustice, and to fur-
ther disseminate and sustain their impor-
tant work within their communities.

Positionality of Authors
We would like to acknowledge our rel-

evant positionalities to the readers, recog-
nizing that these positionalities may affect
biases that may have influenced the devel-
opment and dissemination of Refill Your
Well. Lorraine U. Alire (first author) iden-
tifies as a multiracial, Asian American and
Latinx activist of color, who notices and
feels the emotional and physical costs of
challenging systemic racism and oppres-
sion. Kaitlyn R. Gorman (second author)
identifies as a White, Jewish cisgender-
woman and White ally. Anna M. Ying
(third author) identifies as a biracial
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(Asian/White) activist of color, who has felt
the personal relevance of activist burnout.
Karen L. Suyemoto (fourth author) identi-
fies as a multiracial Asian American queer
psychologist of color who strives to engage
in racial justice activism. This online guide
was developed as a project by the first three
authors who are clinical psychology doc-
toral students in Psychology 897: Psychol-
ogy and Social Justice Activism, offered at
the University of Massachusetts Boston,
under the mentorship of Dr. Suyemoto
(syllabus available at klsuyemoto.net).

Collectively, we acknowledge that we
are limited by our own inherent biases,
both privileged and marginalized, which
may have influenced the design and dis-
semination of this guide. We would like to
acknowledge that we are writing this article
from a U.S. perspective, and speak from
our own personal and academic experi-
ences, holding relative education and U.S.
citizenship privileges. This inevitably limits
the generalizability and accessibility of the
skills we present in our guide, but we hope
that the current content of this guide may
provide first steps helpful to some.

Refill Your Well: A Guide to Manag-
ing Burnout for Activists of Color
Refill Your Well consists of three mod-

ules: What Is Burnout, Interrupt Burnout,
and Sustaining Activism. What Is Burnout
provides an introduction to the signs and
symptoms of activist burnout and the
higher risks posed to activists of color
resisting racism. Interrupt Burnout pro-
vides acceptance-based behavioral and
mindfulness skills specifically adapted for
activists of color resisting racism to chal-
lenge the cognitive, physical, and emo-
tional costs of burnout. Sustaining
Activism focuses on preventing burnout, to
support activists’ well-being and sustain
their activism. The three modules were
developed upon the scholarship founda-
tion presented above. Here, we present an
introduction to the content of each module
below, generally using a more colloquial
voice with minimal citations.

Module One: What Is Burnout?
The first module of Refill Your Well

provides an overview of the signs and
symptoms activists of color may endorse
when they experience burnout.

• Activists of color resisting racism face a
higher risk. Activism involves giving of
yourself in the effort to create change. It is
an evolving and continual process of resis-
tance against the inequities maintained by

systems of oppression, power, and privi-
lege. The “wells” of activists of color con-
sist of the energy and time they are able to
give. Although these resources are not tan-
gible like water, at any given time, they are
finite. Activists of color can give of them-
selves and their resources towards multiple
goals and directions, including activism.
However, like a literal well, this process of
sharing cannot be endless. Activists of
color become depleted if they are con-
stantly giving of themselves without taking
time to restore. Burnout is the experience
of “the well running dry.” As a psychologi-
cal experience, it is akin to emotional
exhaustion (Maslach et al., 1996) or battle
fatigue (Gorski, 2019). Individuals may
experience physical symptoms (e.g., fatigue
and gastrointestinal distress), cognitive
symptoms (e.g., difficulty concentrating),
and emotional symptoms (e.g., powerless-
ness or sadness; Arman et al., 2011). For
activists of color, burnout often manifests
with feeling hopeless, disengaged, and dis-
couraged (Kovan & Dirkx, 2003).

Moreover, activism may be particularly
challenging for activists of color resisting
racism, for whom advocating for racial jus-
tice often means encountering discrimina-
tion and paying attention to what is
painful, both for the individual and for the
communities of color they serve. For
activists of color, feeling the pain of oppres-
sive systems is personal. It is understand-
able and natural to experience the physical,
emotional, and cognitive symptoms of
burnout as that pain builds up and can be
heavy to carry. Remember, burnout is not a
sign of weakness. noticing the signs of
burnout, as described here, is the first step
towards preventing or addressing it.

Module Two: Interrupting Activist
of Color Burnout

The second module of Refill Your Well,
called Interrupting Activist of Color
Burnout, offers acceptance, behavioral, and
mindfulness-based skills adapted for
activists of color to notice and challenge
perfectionism and self-critical thinking,
find emotional acceptance, and engage in
values-based social support seeking and
community building to interrupt the emo-
tional and physical costs of activist of color
burnout. It is our hope that these skills may
help activists of color refill their wells and
sustain the marathon against racism.

• Challenging perfectionism and the per-
fect standard in activism. Activists of color
often experience extra pressures to resist

racism and systems of oppression that they
have faced with their communities
throughout their lives. They may feel the
need to be self-sacrificing, or even to be a
"martyr," in order to be a “real” advocate
for social justice (Bobel, 2007). This sets the
bar impossibly high to achieve the “perfect
standard” of effective activism for social
justice for People of Color. The goal for
activism often needs to be a step forward,
in collaboration with others. Taking on
personal accountability for major social
change is impossible; recognizing this is
central to preventing burnout. In Refill
Your Well, we encourage activists of color
who feel themselves striving for perfection
to challenge these perfectionistic standards
perpetuated by the “perfect standard” by
asking, “Who is really setting the bar that
I’m trying to reach?” Our goal is to remind
activists of color that the ideal activist they
may be striving for is not obtainable by
anyone (and often, we are our own worst
critics). We also encourage activists of
color to ask themselves, “Is there a way I
can find some kindness for myself when
this bar feels especially high in this
moment?” One way to go deeper in this
practice is to ask the activist of color to
think about someone they love and want to
take care of (a child, friend, or parent, etc.)
and ask themselves, “What would you want
for them when they feel like they can’t
reach these standards?” Often activists of
color can find kindness for others they
cannot muster for themselves.

Given the often impossible standards
set on the meaning of effective activism and
action, activists of color are vulnerable to
falling into mind traps of self-critical or
self-defeating thoughts, as they may be
prone to criticize themselves for not learn-
ing or doing enough in their work against
racial injustice and inequality. Self-critical
thoughts may arise, such as, “If I can't even
advocate for justice for my family, how am
I supposed to engage in this work for the
public and society as a whole?” or “I’m not
doing enough since I can’t get people to see
that we are operating under systems of
White supremacy.” One tool an activist of
color might practice is thought decenter-
ing. Thought decentering is one of the first
prerequisites underlying both cognitive
and mindfulness-based skills (Sauer &
Baer, 2010). Often activists of color find
their identity and thoughts deeply fused,
for example, an activist of color might have
the thought, “I will never make any differ-
ence,” and in the moment, having that
thought feels like evidence that the thought
is true. In practice, thought decentering
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allows activists of color to notice the
thought as just a thought. One way to prac-
tice thought decentering is to use language
to distance oneself from one’s thoughts. In
the same example, when the thought “I will
never make any difference” comes to mind,
activists of color may practice observing
the thought. For example: “I notice the
thought that I will never make any differ-
ence.” This small change may allow
activists of color to take a figurative step
back from these impossible standards and
see them as thoughts and expectations
shaped by systems of power in our socio-
cultural world. We encourage activists of
color to interrupt the inner critic by view-
ing these self-critical thoughts as thoughts,
rather than definitive truths.

• Harnessing power through emotional
acceptance. It is natural and understand-
able for activists of color to experience
increased levels of both positive and nega-
tive emotions surrounding their activism
for racial justice. Positive emotions, like
happiness or satisfaction, may arise when
they experience a sense of pride or reward
towards their work. On the other hand,
negative emotions, such as anger, guilt, and
shame, may arise as they experience chal-
lenges or obstacles in their work. For exam-
ple, activists of color resisting racism may
especially feel a sense of silent rage
(Rodriguez, 2011) as they struggle to
manage emotional experiences related to
experiencing oppression (whether implicit
or explicit racism) as they advocate for
racial justice for their own communities.
Refill Your Well encourages activists of
color to practice strategies of emotional
acceptance (Hayes et al., 2009). Through
emotional acceptance, activists of color
may learn to accept and experience, rather
than criticize and reject both their negative
and positive emotions. For example,
activists of color may feel guilt for not
doing more to resist racism and conse-
quential anger that internalized oppressive
systems contribute to these negative emo-
tions. Accepting that negative emotions are
natural and part of the process of activist
work can mitigate the potential paralyzing
effects of these emotions and highlight the
importance of sustaining activism to dis-
mantle the systems that produced these
emotions. Although negative emotions
may feel pesky and be perceived as getting
in the way of the work, emotions are also a
powerful tool to fuel activism. Finding
ways to balance and connect their pain and
rage with self-love and appreciation may
help activists of color sustain and empower

action to combat racism and systemic
oppression.

• Building a community of change.
Effective activism for social justice is the
meeting of the heart and mind (Ruiz Junco,
2013). Refill Your Well highlights the
importance of finding and building a com-
munity of activists of color and allies who
share values and lived experiences—this
may allow room for growth and greater
meaningful change for social justice against
racism (Polletta & Jasper, 2001). Working
across differences is hard and may some-
times seem impossible. nevertheless, find-
ing allies who are open to communicating
and understanding these differences may
foster an even greater community to thrive
with (Suyemoto et al., 2019). For activists
of color, even making small steps to chal-
lenge racism is often very hard work.
Proactively seeking social support and
building a community of both activists of
color and allies will cultivate bigger waves
of change. Remember, everyone should do
their part navigating systems of oppression
and racism. Activists of color do not have
to do all the work. Let others help activists
of color carry the burden and heal this pain.
We encourage activists of color to sur-
round themselves with people who make
them feel safe and communicate their gen-
uine intentions to grow together with
them. Safety, honesty, and genuineness
contribute to building trusting, authentic
relationships.

Module Three: Sustaining Activism
The initial modules of Refill Your Well

focus on identifying burnout and address-
ing the acute experience of burnout, as
described above. The final module focuses
on preventing burnout, to support
activists’ well-being and sustain their
activism.

• Self-care. Activists often feel that they
must always be selfless (Bobel, 2007), espe-
cially activists of color who are resisting
racism and systems of oppression (Gorski,
2015). They may think that “time that I’m
using for self-care is time that I’m not
resisting these oppressive systems.” These
thoughts are valid and natural. However,
self-care is a helpful strategy to sustain
activism (Gorski, 2015). It may be helpful
for activists of color to understand self-care
as a burnout management skill to use
before their well is “dry,” and consider how
self-care may fit within their activist values,
to prevent the negative view of selfless sac-
rifice. Self-care can be a way to promote

well-being and fuel activism, as well as pro-
vide a foundation for the importance of the
prevention strategies that follow. Some
self-care activities include, but are not lim-
ited to, healthy sleep and eating, exercise,
hobbies, and music.

• Notice early signs. Sometimes activists
of color go into autopilot to advance action
and forget to notice how they are doing.
They may not even realize they are burned
out until the impact forces them to notice.
Refill Your Well aims to help activists of
color to notice the early warning signs
before they are burned out. Practice notic-
ing thoughts, emotions, physical sensa-
tions, and behaviors. “How do they relate,
and do daily activities affect them?”
Activists of color are encouraged to notice
when activities push their limits. Everyone
has different levels of water in their well
based on their personal settings, resources,
responsibilities, and experiences.

• Prefill your well. In addition to notic-
ing early signs, we suggest that it may be
helpful to try strategies to preemptively
“refill your well,” or prefill, to prevent
burnout. Self-compassion is one strategy to
prefill your well (Gorski, 2015). The act of
self-compassion can be thought of as sit-
ting with one's own pain—not judging it,
not fixing it, but sitting and allowing it
space. Given the nature of oppressive sys-
tems, it is natural for activists of color to
feel pressure for their work to be “every-
thing” or be “perfect.” Refill Your Well
encourages activists of color to try to notice
thoughts of perfectionism before they
become overwhelming, offer themselves
self-compassion as an act of resistance.
Activists of color may consider asking
themselves, “Can the small steps matter?”
“Can your activist work be good enough?”
“Can you allow yourself to be human?”
Activists of color may ask themselves these
questions before or during situations that
may evoke thoughts, feelings, and behav-
iors related to perfectionism or self-criti-
cism and intentionally replace these
responses with more adaptive behaviors
(e.g., developing a more manageable task of
activism in a reasonable time frame). Addi-
tionally, activists of color may want to con-
sider the importance of community build-
ing and allyship in prefilling their wells
(Vacarro & Mena, 2011). We encourage
activists of color to surround themselves
with people they can trust and who affirm
their identity and values, including people
who share their primary oppressed identi-
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ties and those who do not share them but
work as allies.

• Intentional and plausible goal setting.
Finally, activists of color may try to set
themselves up for sustainable activist work
by making intentional, plausible, and
actionable goals. Given the limited “water
in their wells,” activists of color may ask
themselves, “What is reasonable and sus-
tainable?” They may consider what areas of
activism energize them, where activism can
be easily integrated into life, areas that need
boundary-setting, initiatives that could
wait for a later time, and the resources
available considering their personal set-
tings and experiences. Similarly, consider
specific, attainable goals based on currently
available internal and external resources.
With the same intentionality given to their
work, intentionally give space away from
work for nourishing and meaningful activ-
ities.

Summary and Final Words
of Encouragement

In summary, we hope that these skills
presented from Refill Your Well will
empower and support activists of color in
their work resisting systemic racism and
oppression. And we hope that therapists
and psychologists will use this resource to
support themselves (if they are activists of
color) and their clients, students, peers, and
colleagues who are activists of color. We
recognize that the skills discussed may not
be entirely accessible and doable for all,
given the limited nature of resources,
which may include time, finances, and
emotional and cognitive capacities,
activists of color have in their existing
wells. Rather, we encourage activists of
color to pick and choose one or two of
them to practice and spread the word by
modeling to others what it looks like to
“refill your well.” And we encourage thera-
pists and psychologists to emphasize this
flexible and person-centered approach
when disseminating this resource or foster-
ing these skills. When activists of color can
practice ways to notice and interrupt
burnout and sustain their activism against
racism with a community of activists of
color and allies, we all win! Sustain your
activism. Address burnout. Take good care
of yourself.
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In 2020, THE MURDERS of George Floyd,
Breonna Taylor, Ahmaud Arbery, Tony
McDade, and many other Black Americans
inspired a new revolution for racial justice.
While unarmed Black people have been
killed for centuries by both law enforce-
ment and White supremacist vigilantes
(Hargons et al., 2017), in the summer of
2020, multiple protests, demonstrations,
and uprisings emerged throughout the
entire country, resulting in what has been
labeled the most populous movement in
American history (Buchanan et al., 2020).
Perhaps, the advocacy for racial justice was
influenced by the growing awareness of the
#BlackLivesMatter movement, which
began in 2014, after George Zimmerman
was acquitted for murdering 17-year-old
Trayvon Martin (Garza, 2014). Perhaps the
COVID-19 pandemic and the shutdown of
the entire nation led to increased reflec-
tions and revelations about race relations
in the U.S. Regardless of the impetus, many
institutions, groups, and individuals had
begun to consider the ways that they
should advocate for social justice in their
work. Psychologists and mental health
practitioners, specifically, created ways to
participate in activism; for instance, Dr.
Della V. Moseley and psychology doctoral
student Pearis Bellamy co-founded Acade-
mics for Black Lives (www.academics4
blacklives.com), a campaign that initiated a
series of online curricula and dialogues
promoting Black survival and wellness in
academia and everyday life.

Over the years, many other social justice
movements involving other identity
groups had emerged as well. Following the
presidential election of 2016, advocacy
issues involving women’s rights became
more public and mainstream, with the
Women’s March gathering millions of par-
ticipants in January 2017 (nadal, 2017a)
and the #MeToo and #TimesUp move-
ments encouraging people, particularly
women, to speak out about their experi-
ences with sexual harassment and sexual
assault (Strauss Swanson & Szymanski,
2020). LGBTQ rights have also become

more visible, with many people publicly
advocating against queer and trans injus-
tices in law, government, and the criminal
justice system (nadal, 2020). Relatedly,
while disability rights activists have been
vocal about systemic ableism for decades
(Dirth & Branscombe, 2019), societal
awareness about ableism had grown expo-
nentially, albeit in still limited ways, in
recent years. Further, among all of these
movements, there have been calls for inter-
sectionality, or the ability to examine the
impact of systemic oppression on people
with multiple marginalized identities
(Crenshaw, 2017). For example, women of
color and transgender women have
described feeling marginalized from femi-
nist movements (nadal, 2017a), while
queer and trans people of color have been
vocal about exclusion from both main-
stream LGBTQ movements and racial jus-
tice movements (nadal, 2020).

The purpose of this commentary is
twofold: first, I will review the articles in
this special issue of the Behavior Therapist
(Feinstein & Puckett, 2020), all of which
highlight the many ways that psychologists
have integrated their advocacy work into
practice—namely, through schools, clinical
work, community-based organizations,
and other institutions and collaborations.
Second, I will provide recommendations
that will assist psychologists in integrating
social justice principles into all aspects of
behavioral and cognitive science. While I
have advocated for the need for psycholo-
gist-activists in past writings (see nadal,
2017b), the goal of this paper is to offer
additional tangible and accessible recom-
mendations for practitioners with a range
of experiences of activism engagement and
who work across a variety of sectors.

Review of the Special Issue
In this special issue of the Behavioral

Therapist, it is clear that the editors were
intentional in representing an array of his-
torically marginalized groups. In reviewing
the titles alone, one will notice articles on

different racial and ethnic groups, trans-
gender and gender diverse (TGD) people,
and other specific identity groups. Given
that social justice issues are often an after-
thought, or that many journals tend to only
highlight one or two marginalized groups
in an entire issue, it was refreshing to see
the editors’ intentionality in their inclusiv-
ity. Being intentional about inclusivity is a
crucial aspect to living as a psychologist-
activist; one must be aware of the multiple
intersectional dynamics that operate across
various identity groups—accounting for
which identity groups are included versus
excluded, as well as which groups hold
power and which groups do not. While it
would be difficult (or even impossible) to
represent every single identity group in any
setting (e.g., a journal issue, a conference
panel, a course syllabus, etc.), it is impor-
tant to make an overt attempt; when short-
comings exist, it is necessary to make note
of the exclusion and to acknowledge why
the exclusion may exist. As an example,
when voices of Indigenous Peoples are
unheard or unrepresented in certain
spaces, one must acknowledge how issues
like genocide and systemic racism may
result in the group’s lack of representation
in specific fields and situations, while also
committing to more representations in
future programs. Similarly, when LGBTQ
people are invisible in specific settings, one
may question if some environments are
safe enough for individuals to disclose their
sexual orientations or gender identities, as
well as identify the factors that impede
them from doing so.

nonetheless, the special issue begins
with Burgess and Batchelder (2020), who
introduce the ways that clinical researchers
can integrate advocacy into their practice.
After listing the many ways that people of
historically marginalized groups have been
unfairly treated by clinical research, they
offer the need for community-based partic-
ipatory research (CBPR) and community-
informed practices. Involving underrepre-
sented communities is indeed essential in
conducting ethical and effective research,
as it allows opportunities for people of such
communities to share their own perspec-
tives and to contextualize cultural compo-
nents that are often misunderstood or mis-
interpreted by researchers who are
outsiders to those communities. For
instance, when White people conduct
research or provide psychotherapy with
people of color and pathologize their par-
ticipants’ or clients’ values and behaviors,
those diagnoses are influenced by their
own Western biases and lack of knowledge
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and awareness of other groups (Sue et al.,
2007). Similarly, when heterosexual or cis-
gender researchers or clinicians patholo-
gize LGBTQ people for behaviors that are
considered normalized within LGBTQ
communities, it is more reflective of soci-
etal heterosexism, as well individuals’ het-
erosexist and transphobic biases (nadal,
2013, 2020). While CBPR is especially crit-
ical for researchers who work with com-
munities they are not members of, re-
searchers must also question why there
aren’t people from those communities who
are engaged in academic research. In these
circumstances, it becomes a personal
responsibility for researchers to not just
collect data from these communities, but to
also create or offer programs and services
for community members, particularly
those from younger generations, who may
not have access to such opportunities.

Two articles in this issue focus on expe-
riences of transgender and gender diverse
(TGD) people, highlighting the many dis-
parities faced by TGD people, particularly
TGD youth. Cyperski and colleagues
(2020) provide recommendations based on
their experiences with TGD youth in a
holistic pediatric clinic, and Hope and col-
leagues (2020) impart a CBPR model called
Trans Collaborations, which demonstrates
ways academics can work in conjunction
with a local community board. Both papers
examine practical approaches that can be
useful on individual, institutional, and sys-
temic levels. For instance, Hope and col-
leagues describe various projects such as
workshops, online support groups, and
even a weekend-long camp for TGD youth
and children. Cyperski and colleagues
share advocacy strategies for individuals
(e.g., practicing role-plays with TGD youth
clients on how to talk to their teachers
about being misgendered) and systems
(e.g., starting a petition for a school or the
state legislature to change transphobic poli-
cies). Given the many health disparities
involving TGD people (e.g., poverty,
homelessness, overrepresentation in the
criminal justice system, etc.)—which have
been found to be especially detrimental for
TGD people of color (nadal, 2013, 2020)—
it is imperative for government and com-
munity organizations to provide program-
ming and support services for TGD youth.
If such programs or services do not exist,
psychologists and other practitioners must
jumpstart such initiatives in order to dis-
rupt the status quo and assist TGD people
(particularly TGD people with other mar-
ginalized identities) to thrive.

Relatedly, using community-based
methods, three articles focus on advocacy
efforts for myriad groups—namely Latinx
people, Caribbean people, and people at
risk for diabetes. First, Klein and colleagues
(2020) discuss research with promotoras de
salud (or lay health workers) who are able
to utilize culturally appropriate strategies
to promote healthy behaviors and health
care access among underserved, Latinx
communities. Second, Asnaani and col-
leagues (2020) describe the ways that
trauma-related training can be used effec-
tively among Caribbeans. Third, Aguierre
and colleagues (2020) introduce a diabetes
prevention program that has been used to
target people of historically marginalized
groups. Central to each of these articles is
the notion of cultural humility, or the idea
that psychologists (a) recognize their own
limitations in working with diverse groups
and (b) consider the worldviews and lived
experiences of others, instead of centraliz-
ing one’s own biases and perspectives
(Hook et al., 2017). Cultural humility is
essential in serving and interacting with
diverse communities, because what works
well with some communities may not be
effective with others. Further, making con-
scious efforts to be culturally humble
across various situations keeps psycholo-
gists and other practitioners vigilantly
focused on ensuring that culture is consid-
ered in all of their conceptualizations, deci-
sion-making processes, and interventions.

Finally, Alire and colleagues (2020) pro-
pose an online guide called “Refill Your
Well” as a way to assist activists of color in
navigating and coping with racism in their
everyday lives. Presenting several modules,
including (a) interrupting burnout among
activists of color and (b) sustaining
activism, the authors propose ways for
building community and engaging in self-
care. Given that burnout is a common and
detrimental reason that prevents and/or
deters the development or persistence of
psychologist-activists (nadal, 2017b), these
practical recommendations are helpful in
both normalizing the typical psychological
stressors of activists of color, while also
encouraging health and sustainability for
these individuals who often take care of so
many other people that they forget to take
care of themselves.

Integrating Social Justice Into
Behavioral and Cognitive Sciences

Considering these concrete examples of
how psychologists have been able to inte-
grate activism into their work, I will com-

ment on some of the many ways that psy-
chologists can integrate social justice prin-
ciples into the field of behavioral and cog-
nitive sciences. First, I acknowledge two
theories that inform the ways that I present
my perspectives: Queer Theory (see
Ghaziani & Brim, 2019, for a review) and
Intersectionality Theory (see Crenshaw,
2017). Queer theorists argue that historical
definitions and conceptualizations of
gender and sexuality are based on privi-
leged and dominant worldviews; they offer
the notion of “queering” the status quo, by
disrupting and challenging all things that
have been socialized as normal and stan-
dard. Meanwhile, as aforementioned,
intersectionality considers the multiple
ways that people of historically marginal-
ized groups are harmed by multiple forms
of oppression. In her original conceptual-
izations, Kimberlé Crenshaw describes
how Black women live at the intersection of
racism and sexism; metaphorically, if they
ever get into a car accident, they would
experience more damage because of their
location at that intersection. These two
foundational theories provide two integral
arguments that will be embedded into all of
my recommendations: (1) to “queer” or
disrupt the status quo, and (2) to always
consider multiple marginalized oppres-
sions.

My first major recommendation is for
people to question and reconsider all that
people have ever learned about psychology.
For decades, it has been argued that
modern psychology has been based on
White, Western, heteronormative, cisgen-
der male perspectives and it has been
common for cultural considerations to be
dismissed or overlooked (Sue et al., 2019).
In this way, psychologists must reflect on
how their training has been embedded in
systemic oppression and the erasure or
pathologizing of historically marginalized
groups. Further, psychologists and other
practitioners must “unlearn” the ways that
they have been taught to view or evaluate
concepts or people. As an example, many
psychologists may be hesitant to become
social justice advocates because they are
afraid of violating boundaries—a practice
that is considered an ethical breach in the
profession (nadal, 2017b). While there is
certainly a utility to setting boundaries in
various aspects of one’s life, one must ques-
tion how such a rule came to be, as well as
whose values this rule was based on. If we
know that collectivism and community
involvement is integral for Indigenous
people and other people of color, perhaps
the profession should focus more on train-
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ing future psychologists to successfully
manage and navigate boundaries, instead
of punishing or shaming people with less
rigid boundaries.

Relatedly, many people may be hesitant
in becoming activists because they fear that
they will not appear to be “professional”
and therefore will lose credibility or
esteem. Again, one must question who had
set such standards that have now become
normalized across the profession; perhaps
one can challenge who sets standards of
professional dress, professional hairstyles,
professional language or communication
style, professional behavior, etc. One can
also hypothesize who will have a more dif-
ficult time maintaining these standards, as
well as who will be more successful as a
result of their proximity to these standards.
For example, if Black women are criticized
or questioned for their hairstyles not being
professional (Sue et al., 2008) or if queer
and trans people are punished or microag-
gressed for dressing in gender noncon-
forming ways (nadal, 2013), they are
already at a disadvantage for not abiding to
White, male, heterosexual, or cisgender
standards. When people hold multiple
marginalized identities (e.g., a Black, les-
bian, cisgender woman), they will face
more obstacles than their privileged coun-
terparts (e.g., a White, heterosexual, cis-
gender man).

Another major recommendation is to
explore all of the current ways that psy-
chology is taught and to critically analyze
how social justice is integrated into psy-
chology training. In scrutinizing curricula
in psychology doctoral programs, training
directors and professors must review when
and how social justice is taught and dis-
cussed. While many programs offer a sole
multicultural psychology course (which
typically fulfills accreditation require-
ments), other classes fail to cover issues of
race, class, gender, sexual orientation, abil-
ity, religion, age, or other identities at all.
Such omissions are not just careless; they
are also both unethical and illogical. Ignor-
ing cultural factors is an ethical concern
because it negates the American Psycho-
logical Association’s (2017) multicultural
guidelines, which have been integrated into
the organization’s Code of Ethics. If the
governing board of the profession deter-
mines that culture must be considered in
all forms of practice, then practitioners
who refuse or ignore such standards would
be considered in ethical violation.

Ignoring cultural factors is also illogical
because culture is related to every single
aspect of psychology. For instance, it would

seem nonsensical to teach a Developmental
Psychology course without examining how
issues like gender and race influence chil-
dren’s and adolescents’ development, as it
would be odd to teach a course on Person-
ality Theories and ignore the cultural fac-
tors that influence personality develop-
ment. Thus, I recommend that all pro-
grams “decolonize” their curricula by dis-
cussing the history of oppression at the
onset of each course and by centering the
experiences of historically marginalized
people. As an example, in teaching a Devel-
opmental Psychology or a Personality The-
ories course, I encourage professors to start
the course by naming how the subfield in
psychology had been historically oppres-
sive to Black people, Indigenous people,
and other people of color—perhaps shar-
ing how psychologists have ignored race
altogether or have pathologized people
who did not fit White standards. I also
encourage professors to present models
that center marginalized people’s experi-
ences first, before (or ever) teaching about
models that are considered standard. For
instance, instead of presenting Freud’s or
Erickson’s theories as “normal” stage
models of development, present Carol
Gilligan’s models on girls’ development,
Janet Helms’ models on identity develop-
ment, or Derald Wing Sue’s models on per-
sonality development. Introducing these
models first changes the ways that students
learn about norms and standards; concur-
rently, educators also provide opportuni-
ties to acknowledge and correct past
wrongdoings of the profession, while
empowering people who have been
silenced to feel included in the field.

A third major recommendation for
advocating for historically marginalized
groups is for individuals to take a personal
responsibility and commit to social justice
in all aspects of their lives. While I had pre-
viously written about psychologist-activists
integrating social justice into work and
even their personal lives (nadal, 2017b), I
take it a step further by challenging all psy-
chologists to take responsibility and partic-
ipate in this social justice activism every
moment of their lives. no longer is it
acceptable for people to merely have reve-
lations about injustice and then ignore
such truths when they become inconve-
niences; instead, it is imperative for people
to join the revolution. For some, the revo-
lution may be participating in protests or
actions that advocate for Black lives, for
Indigenous People’s rights, or for LGBTQ
equity and justice. For others, the revolu-
tion may be vocalizing concern or anger for

any and every injustice they may observe in
the workplace—from everyday microag-
gressions to systemic issues like inequities
in hiring and promotions. For others, the
revolution may consist of creating new
programs and organizations, advocating
for changes in systemic policies, conduct-
ing community-based and culturally
empowering research and scholarship, or
engaging in local or state government. For
others, the revolution may involve teaching
the next generation with different language
and values—disrupting all gender role
norms; encouraging children to recognize
and talk about race, sexual orientation, and
difference; vocalizing disdain about soci-
etal standards of beauty; and empowering
all children to find their voice and purpose.
For some people, the revolution will con-
sist of all or some of these things; and for
others, the revolution will look completely
different and unique. Considering each
individual’s circumstances and personal
capacity, it is my hope that everyone finds
the revolutionary path that fits best for
them.

Finally, I am sincerely optimistic that
this current generation of psychologists
recognizes that we must go beyond doing
no harm and instead do everything we pos-
sibly can to ensure that the people we serve
can thrive and live their best lives. I hope
that all psychologists realize that the revo-
lution is indeed happening; this is not just a
moment, but a movement towards change.
Thus, we all have to decide whether we
want to assist in helping the revolution
progress forward, or if we will choose to
serve as a hindrance to justice and equity
for all.
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call 55th Annual Convention
November 18–21, 2021 | New Orleans

ticketed
sessions

for Ticketed Sessions

Workshops & Mini Workshops
Workshops cover concerns of the practitioner/ educator/researcher. Workshops
are 3 hours long, are generally limited to 60 attendees, and are scheduled for
Friday and Saturday. Please limit to no more than 4 presenters. Mini Workshops
address direct clinical care or training at a broad introductory level. They are 90
minutes long and are scheduled throughout the convention. Please limit to no
more than 4 presenters. When submitting for Workshops or Mini Workshop,
please indicate whether you would like to be considered for the other format as
well.
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abstract, email Christina Boisseau, Workshop Committee Chair, workshops@abct.org

Institutes
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generally limited to 40 attendees, and are scheduled for Thursday. Please limit to
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Master Clinician Seminars
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For more information or to answer any questions before you submit your
abstract, email Courtney Benjamin Wolk, Master Clinician Seminars Committee Chair,
masterclinicianseminars@abct.org

Research and Professional Development
Presentations focus on “how to” develop one’s own career and/or conduct
research, rather than on broad-based research issues (e.g., a methodological or
design issue, grantsmanship, manuscript review) and/or professional develop-
ment topics (e.g., evidence-based supervision approaches, establishing a private
practice, academic productivity, publishing for the general public). Submissions
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mat.
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Career/Lifetime Achievement
Eligible candidates for this award should be members of ABCT in good standing who have made significant contributions over a
number of years to cognitive and/or behavior therapy. Recent recipients of this award include Thomas H. Ollendick, Lauren B. Alloy,
Lyn Abramson, David M. Clark, Marsha Linehan, Dianne L. Chambless, Linda Carter Sobell and Mark B. Sobell, and Philip C.
Kendall. Applications should include a nomination form (available at www.abct.org/awards), three letters of support, and the nomi-
nee’s curriculum vitae. Please e-mail the nomination materials as one pdf document to ABCTAwards@abct.org. Include
“Career/Lifetime Achievement” in the subject line. Nomination deadline: March 1, 2021.

Outstanding Training Program
This award will be given to a training program that has made a significant contribution to training behavior therapists and/or pro-
moting behavior therapy. Training programs can include graduate (doctoral or master's), predoctoral internship, postdoctoral pro-
grams, institutes, or continuing education initiatives. Recent recipients of this award include the Doctoral Program in Clinical
Psychology at SUnY Albany, Massachusetts General Hospital/Harvard Medical School Predoctoral Internship in Clinical Psychology,
the University of nebraska-Lincoln Clinical Psychology Training Program, the Charleston Consortium Psychology Internship
Training Program, Clinical Science Ph.D. Program at Virginia Polytechnic Institute & State University, and Florida State University’s
Clinical Psychology Ph.D. program. Please complete the on-line nomination form at www.abct.org/awards. Then e-mail the complet-
ed form and associated materials as one pdf document to ABCTAwards@abct.org. Include “Outstanding Training Program” in your
subject heading. Nomination deadline: March 1, 2021.

Outstanding Contribution by an Individual for Research Activities
Eligible candidates for this award should be members of ABCT in good standing who have provided significant contributions to the
literature advancing our knowledge of behavior therapy. Recent recipients of this award include Alan E. Kazdin, David H. Barlow,
Terence M. Keane, Thomas Borkovec, Steven D. Hollon, Michelle Craske, and Jennifer P. Read. Applications should include a nomi-
nation form (available at www.abct.org/awards), three letters of support, and the nominee’s curriculum vitae. Please e-mail the nomi-
nation materials as one pdf document to ABCTAwards@abct.org. Include “Outstanding Researcher” in the subject line.
Nomination deadline: March 1, 2021.

The Francis C. Sumner Excellence Award
The Francis Cecil Sumner Excellence Award is named in honor of Dr. Sumner, the first African American to receive a Ph.D. in psy-
chology in 1920. Commonly referred to as the “Father of Black Psychology,” he is recognized as an American leader in education
reform. This award can be given on an annual basis, awarded in even years to a graduate student and in odd years to an early career
professional within the first 10 years of terminal degree. Candidate must be a current member of ABCT at the time of the awards cer-
emony and priority will be given to students and professional members of ABCT at the time of the nomination. The award is intend-
ed to acknowledge and promote the excellence in research, clinical work, teaching, or service by an ABCT member who is a doctoral
student or early career professional within 10 years of award of the PhD/PsyD/EdD/ScD/MD who identifies as Black or Indigenous.
The award is given to recognize that Black and Indigenous practitioners and scholars are underrepresented in clinical psychology,
despite making important contributions to our field. The Francis C. Sumner Excellence Award is meant to reflect the overarching
goal of ABCT supporting its members of color. The recipient will receive $1,000 and a certificate. Please complete the online nomina-
tion materials at www.abct.org/awards. Then email the nomination materials as one PDF document to ABCTAwards@abct.org.
Include “Francis C. Sumner Award” in the subject line. Nomination deadline: March 1, 2021.

Anne Marie Albano Early Career Award for Excellence in the Integration of Science and Practice
Dr. Anne Marie Albano is recognized as an outstanding clinician, scientist, and teacher dedicated to ABCT’s mission. She is known
for her contagious enthusiasm for the advancement of cognitive and behavioral science and practice. The purpose of this award is to
recognize early career professionals who share Dr. Albano’s core commitments. This award includes a cash prize of $1,000 to support
travel to the ABCT Annual Convention and to sponsor participation in a clinical treatment workshop. Eligibility requirements are as

Call for Award Nominations2021
����������������

t o b e p r e s e n t e d a t t h e 5 5 t h A n n u a l C o n v e n t i o n i n n e w o r l e a n s

The ABCT Awards and Recognition Committee, chaired by Sara R. Elkins, Ph.D., of University of Houston
Clear Lake is pleased to announce the 2021 awards program. Nominations are requested in all categories listed
below. Given the number of submissions received for these awards, the committee is unable to consider addi-
tional letters of support or supplemental materials beyond those specified in the instructions below. Please note
that award nominations may not be submitted by current members of the ABCT Board of Directors.
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follows: (1) Candidates must be active members of ABCT, (2) new/Early Career Professionals within the first 10 years of receiving his
or her doctoral degree (PhD, PsyD, EdD). Preference will be given to applicants with a demonstrated interest in and commitment to
child and adolescent mental health care. Applicants should submit: nominating cover letter, CV, personal statement up to three pages
(statements exceeding 3 pages will not be reviewed), and 2 to 3 supporting letters. Application materials should be emailed as one pdf
document to ABCTAwards@abct.org. Include candidate's last name and “Albano Award” in the subject line.
Nomination deadline: March 1, 2021.

Student Dissertation Awards
• Virginia A. Roswell Student Dissertation Award ($1,000)
• Leonard Krasner Student Dissertation Award ($1,000)
• John R. Z. Abela Student Dissertation Award ($500)
Each award will be given to one student based on his/her doctoral dissertation proposal. Accompanying this honor will be a monetary
award (see above) to be used in support of research (e.g., to pay participants, to purchase testing equipment) and/or to facilitate travel
to the ABCT convention. Eligibility requirements for these awards are as follows: 1) Candidates must be student members of ABCT,
2) Topic area of dissertation research must be of direct relevance to cognitive-behavioral therapy, broadly defined, 3) The dissertation
must have been successfully proposed, and 4) The dissertation must not have been defended prior to november 2020. Proposals with
preliminary results included are preferred. To be considered for the Abela Award, research should be relevant to the development,
maintenance, and/or treatment of depression in children and/or adolescents (i.e., under age 18). Self-nominations are accepted, or a
student's dissertation mentor may complete the nomination. The nomination must include a letter of recommendation from the dis-
sertation advisor. Please complete the nomination form found online at www.abct.org/awards/. Then e-mail the nomination materials
(including letter of recommendation) as one pdf document to ABCTAwards@abct.org. Include candidate’s last name and “Student
Dissertation Award” in the subject line. Nomination deadline: March 1, 2021

President’s New Researcher Award
ABCT's 2020-21 President, David F. Tolin, Ph.D., invites submissions for the 43rd Annual President's new Researcher Award. The
winner will receive a certificate and a cash prize of $500. The award will be based upon an early program of research that reflects fac-
tors such as: consistency with the mission of ABCT; independent work published in high-impact journals; and promise of developing
theoretical or practical applications that represent clear advances to the field. Requirements: must have had terminal degree (Ph.D.,
M.D., etc.) for at least 1 year but no longer than 5 years (i.e., completed during or after 2015); must submit an article for which they
are the first author (in press, or published during or after 2018); 2 letters of recommendation must be included; self-nominations are
accepted; the author's CV, letters of support, and paper must be submitted in electronic form. Applicants from traditionally underrep-
resented backgrounds, or whose work advances our understanding of behavioral health disparities, are particularly encouraged to
apply. E-mail the nomination materials (including letter of recommendation) as one pdf document to PnRAward@abct.org. Include
candidate's last name and "President's new Researcher" in the subject line. Nomination deadline: March 1, 2021.

Graduate Student Research Grant
The ABCT Research Facilitation Committee is sponsoring a grant of up to $1000 to support graduate student research. The grant will
be awarded based on a combination of merit and need. Eligible candidates are graduate student members of ABCT seeking funding
for an unfunded (including internal sources of funding) thesis or dissertation project that has been approved by either the faculty
advisor or the student's full committee. Applications should include all of the materials listed in GSRG Application Guidelines
(https://www.abct.org/Resources/index.cfm?m=mResources&fa=GraduateStudentGrant) and one letter of support from a faculty
advisor. Please email the application, excluding the advisor letter, in a single pdf to the chair of the Research Facilitation Committee,
Shannon Sauer-Zavala, PhD, at ssz@uky.edu. Include "Graduate Student Research Grant" in your subject heading.
Please ask your faculty advisor to e-mail a letter of support separately.
Application deadline: March 1, 2021

Nominations for the following award are solicited from members of the ABCT governance:

Outstanding Service to ABCT
Please complete the nomination form found online at www.abct.org/awards/. Then e-mail the completed form and associated materi-
als as one pdf document to ABCTAwards@abct.org. Include “Outstanding Service” in the subject line.
Nomination deadline: March 1, 2021.

For details on all ABCT Awards,
visit our website at www.abct.org
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. . . because, in these uncertain times,
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ground. A ground of training, of learning,
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In light of these precarious times, at ABCT
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will hold steady for 2021
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demonstrates significantly reduced
rates

◊ webinars, at $20 for members,
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Lifetime Achievement Award
Richard G. Heimberg, Temple University

Outstanding Mentor
David A. F. Haaga, Ph.D., Professor of Psychology,
American University

Anne Marie Albano Early Career Award for
the Integration of Science and Practice

Emily L. Bilek, Ph.D., ABPP, University of Michigan

Sobell Innovative Addictions Research Award
Christopher Correia, Ph.D., Auburn University

Distinguished Friend to Behavior Therapy
Andrea Petersen, Wall Street Journal in-house
writer, who consistently takes a CBT approach
when covering mental health

Outstanding Service to ABCT
Lata K. McGinn, Ph.D., Yeshiva University
and Cognitive Behavioral Consultants

Virginia A. Roswell Student Dissertation
Award

Alexandra Werntz Czywczynski, M.A., University of
Virginia and University of Massachusetts Boston

Leonard Krasner Student Dissertation Award
nur Hani Zainal, M.S., Pennsylvania State University

John R. Z. Abela Student Dissertation Award
Christopher J. Senior, M.A., Catholic University of
America

Student Research Grant
Kelsey Pritchard, University of Toledo
HOnORABLE MEnTIOn: Christina L. Verzijl, B.A.,
University of South Florida

President’s New Researcher
Joseph McGuire, Ph.D., Johns Hopkins University
School of Medicine

Student Travel Award
Katherine Venturo-Conerly, Harvard University

Elsie Ramos Memorial Student Poster Awards
• Danielle Weber, M.A., University of North Carolina

at Chapel Hill: “Patterns of Emotional
Communication in Same-Sex Female Couples
Before and After Couple Therapy”

• Gemma T. Wallace, B.A., Colorado State University:
“Personality and Emotion Dysregulation
Dimensions Differentially Predict Engagement in a
Wide Range of Self-Injurious and Health-Risk
Behaviors”

• Rachel Weiler, MSc, PGSP-Stanford PsyD
Consortium: “Is Dialectical Behavior Therapy a Good
Fit for Transgender and Gender nonbinary
Patients?”

awards Recognition&
2020 Award Winners

Visit wwwwww..aabbcctt..oorrgg//AAwwaarrddss:
• Past winners
• Champions program
• Comprehensive list of all awards
• Call for 2021 Nominations
• Awards & Recognition Committee
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VOTE for ABCT’s future during the month of November:
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