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Abstract
Active involved community partnerships (AICPs) are
essential to co-create implementation infrastructure
and translate evidence into real-world practice. Across
varied forms, AICPs cultivate community and tribal
members as agents of change, blending research and
organizational knowledge with relationships, context,
culture, and local wisdom. Unlike selective engage-
ment, AICPs enable active involvement of partners in
the ongoing process of implementation and sustain-
ability. This includes defining the problem, developing
solutions, detecting practice changes, aligning orga-
nizational supports, and nurturing shared responsibil-
ity, accountability, and ownership for implementation.
This paper builds on previously established active
implementation and scaling functions by outlining key
AICP functions to close the research-practice gap. Part
of a federal initiative, California Partners for Perma-
nency (CAPP) integrated AICP functions for implemen-
tation and system change to reduce disproportionality
and disparities in long-term foster care. This paper
outlines their experience defining and embedding five
AICP functions: (1) relationship-building; (2) address-
ing system barriers; (3) establishing culturally relevant
supports and services; (4) meaningful involvement in
implementation; and (5) ongoing communication and
feedback for continuous improvement. Planning for
social impact requires the integration of AICP with
other active implementation and scaling functions.
Through concrete examples, authors bring multilevel
AICP roles to life and discuss implications for imple-
mentation research and practice.
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BLike the coming together of two rivers, each with
its own colors, current and dynamic force, a new path
is formed when agency and community partners
come together. Neither loses depth or diversity in
the joining, rather we gain new perspectives and op-
portunities as we work together to achieve shared
outcomes.^

– California Partners for Permanency, Child & Fam-
ily Practice Model Program Manual

INTRODUCTION
The question Bwhat does it take?^ to get evidence into
practice is critical so that what can help improve
safety, health, and well-being reaches those it is
intended to help. The fields of dissemination and
implementation research have emerged from this un-
derstanding that evidence alone is not enough to pro-
duce socially significant outcomes [1–4]. Researchers
and practitioners involved in translating evidence into
practice recognize the need to take into account the
ability to bring the full, intended experience of the
innovation into the lives of children, families, and
communities. This ability to implement includes strat-
egies of diffusion (passive spread of innovation knowl-
edge) and dissemination (distribution and transfer of
information and innovation material), but is not de-
fined solely by these strategies. Implementation is an
active and outcome-oriented endeavor [5] that is
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Implications
Research: Implementation researchers should ac-
knowledge a blending of research, practice, and
policy worlds by building time and resources for
community engagement into study protocols and
measurement.

Practice: Service delivery systems should actively
join with community and tribal members and co-
create capacities that engage them to support, mon-
itor, and improve implementation practice.

Policy: Funders and policymakers should commit
resources for the structures and processes that en-
sure active involved community partnering in im-
plementation research and practice.
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focused on how to support full and effective use of an
evidence-based innovation as intended in typical ser-
vice settings [6, 7]. Active implementation strategies
focus on building both human (i.e., ongoing profes-
sional development) and organizational (i.e., using da-
ta for quality improvement) resources and abilities to
create and nurture systems of change for getting to
social impact.
Beyond a focus on cultural fit of the program [8–11],

broader attention to community engagement and
partnering in the process of implementation can
strengthen what we know as core factors essential for
getting research into real-world practice [12–17].
Community participation and engagement in imple-
mentation research and practice are not a new con-
cept, per se [18–23], and can range along a continuum
from more passive forms of consultation and ongoing
feedback to collaboration and more active roles in
decision making [24]. Disagreement about the type
and depth of community-partnering strategies re-
mains, as does the tension to balance urgency with
patience to address serious problems effectively [25].
Some projects incorporate community input into oth-
erwise Btop-down^ approaches that appear to move
faster to address urgent population health problems;
others incorporate participatory approaches through-
out the project to nurture ownership for lasting change
[26, 27], and can be perceived as Bslowing things
down.^ Amidst such tension, many in the field of
implementation research are realizing the necessity
for effective community partnering and that there are
no shortcuts that effectively balance time, costs, and
quality for getting evidence into practice that benefits
people and communities [28]. Incorporating commu-
nity partnering throughout the process of implemen-
tation may actually result in community and organiza-
tional systems that are more hospitable to and capable
of attending to the leadership and management, deliv-
ery support, and problem solving functions that are
necessary for complex and adaptive systems to sup-
port consistent delivery of effective strategies [29–31].
With a focus on sustainable rather than demonstrat-

ed change, the field of implementation research is
calling for active, community-partnered processes
across a full range of implementation activities that
engage community members as producers of out-
comes [14, 28, 32–34]. Responses to this call lie along
a continuum. Some focus on community partnering as
the implementation intervention itself (e.g., communi-
ty development teams as the strategy for delivering
multidimensional treatment for foster care [35]; com-
munity health workers as the implementers [36]),
while others adopt more of a co-creation approach that
engages community and other stakeholders atmultiple
phases of the work to build, organize, and align essen-
tial and visible infrastructure to support effective im-
plementation [31, 37]. For example, the Washington
Statewide Tribal Mental Health Gathering identified a
roadmap for stakeholder inclusion along a continuum
of implementation activities that emphasize a learning
community model across governance, community,

and individual levels [38]. In other research related to
policy work, authors discovered the critical nature of
community engagement in early exploration, prepara-
tion, readiness, and quality management activities as
being essential for successful implementation [39]. Par-
ticularly for marginalized populations, implementa-
tion research needs to invest resources to create stable
partnerships with community for ongoing collabora-
tion that leverages the value of their life experience
into creating culturally relevant and appropriate re-
sponses to change [28]. Such efforts involve flexibility,
humility, and commitment to partnership for both the
programmatic intervention and the implementation
processes for effective delivery as intended within
complex systems.
While specific approaches such as community-

based participatory research (CBPR) [22] and stake-
holder engagement [40, 41] have been applied to im-
plementation research [42], conceptual guidelines for
applying them across the practice of implementation
can be difficult to operationalize into real-world prac-
tice. Framed by a knowledge base of partnership and
collaborative capacity in public health [29, 30], partic-
ular contributions of community-partnering compo-
nents can be difficult to decipher when part of more
generalized factors related to capacity to create change
(i.e., clear vision, action planning). In addition, CBPR
terminology or language, often developed for academ-
ic or professional audiences (i.e., Binvolves a cyclical
and iterative process^), may not easily translate for the
understanding and application to implementation
practice by community groups and organizations
[43]. Recent details from the operationalization of
CBPR [44, 45] describe variations in the application
of defined principles, suggesting that the translation of
some partnering aspects (e.g., building on community
strengths, facilitating co-learning) occurs more often
and may be easier to put into practice than others
(i.e., sharing power, striving for sustainability) [46].
Translating community-partnering principles into
common, action-oriented language that is specific to
the issue under consideration may indeed be critical
when building new partnerships and related capacities
in implementation practice and systems with little to
no partnership experience [47]. Finally, developing
organizational and system capacities that go beyond
grant-funded projects to formalize and embed struc-
tures and processes for community partnering is criti-
cal for the viability and durability of collective action
[48, 49].
More recently, the field of implementation re-

search is deliberately calling on the use of partner-
ship strategies for sustainable translational research
and quality improvement. Many researchers al-
ready recognize the contributions of CBPR and
other partnership strategies at various stages of
the research process (i.e., to strengthening the rel-
evance of research questions, increasing acceptabil-
ity of data collection tools, designing relevant in-
terventions, and improving data interpretation). In
contrast to the appl icat ion of community
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partnering and engagement approaches as instru-
mental strategies for individual research project
goals and outcomes [32, 50–53], system-based par-
ticipatory research in implementation would en-
gage community and tribal partners with agency
workers and operational and administrative leaders
of organizations in capacity building and organiza-
tional change [54, 55]. This more deliberate inte-
gration of community engagement and partnership
capacities into such system-based approaches to
implementation may be key in moving from inter-
vention Bdelivery systems^ to host organizations
for sustainable change.
Guided by a focus on systems-based approaches for

organizational capacity and change [56, 57], this paper
builds on previously established active implementa-
tion and scaling functions [31] by outlining key
community-partnership components, developed and
applied in service delivery agencies, that may be nec-
essary for effective implementation to close the re-
search to practice gap. Through case example, we
describe a set of active, involved, community partner-
ship (AICP) functions and activities that emerged from
operationalizing community-partnering principles for
implementation in a child welfare system. The child
welfare system is a group of public and private services
that are focused on ensuring that all children live in
safe, permanent, and stable environments that support
their well-being. Similar to other studies [30], the term
Bsystem^ used herein refers to any part or combination
of inter-connected and inter-dependent service deliv-
ery and support agencies (i.e., mental health,) decision
makers (i.e., courts), and policymakers (i.e., federal
government) that together provide a safety net for
vulnerable children. Across varied forms, activities
attending to AICP blended research and organization-
al knowledge with relationships, context, culture, and
local wisdom, and cultivated community and tribal
members as agents along a continuum of implementa-
tion activities for sustainable change. Shared commu-
nity member and system roles included defining the
problems, developing solutions, detecting practice
changes, aligning organizational supports, and nurtur-
ing shared responsibility, accountability, and owner-
ship for implementation. Part of a federal initiative,
California Partners for Permanency (CAPP) integrated
AICP functions for implementation and system
change to reduce disproportionality and disparities
in long-term foster care. This paper outlines their
experience defining and embedding five AICP
functions: (1) relationship-building; (2) addressing
system barriers; (3) establishing culturally relevant
supports and services; (4) meaningful involvement
in implementation; and (5) ongoing communication
and feedback for continuous improvement.
Through concrete examples in applied practice, this
paper brings multilevel AICP functions and roles to
life, and discusses the implications of community
engagement and partnering as system change ap-
proaches for organizational change in implementa-
tion research and practice.

CONTEXT
CAPP was part of the federal Permanency Innova-
tions Initiative (PII), a 5-year, $100 million Presi-
dential Initiative designed to develop and imple-
ment innovative intervention strategies to reduce
long-term foster care stays and improve child and
family outcomes. CAPP implemented a Child and
Family Practice Model that was co-created by four
counties and their community and tribal partners
to address institutional racism and trauma as iden-
tified in institutional assessments. Core compo-
nents and elements of the Practice Model include
culturally sensitive engagement; empowerment of
family, tribal, and community networks; and use of
culturally based healing practices and practice ad-
aptations (http://www.cfpic.org/practice-models/
cfpmcapp). Child welfare and other systems have
traditionally failed to seek out, value, or integrate
community perspectives and contributions into
service efforts, limiting the fit, utility, and respon-
siveness of even the best evidence-based program
[34]. Throughout phases of CAPP work, from as-
sessment and planning to implementation and
evaluation, community and tribal partners have
taken on meaningful roles as cultural coaches, fi-
delity assessment observers, and key advisers in
local practice and system change efforts. Together,
shedding light on Bblind spots^ of hidden barriers
[31], agency, community, and tribal partners
worked together to strengthen practice, system
supports, and accountability to shared goals and
outcomes. Similar to the practice model itself,
AICP functions outlined herein draw from concep-
tual frameworks for partnership from trauma-
informed organizational practices and systems of
care [58–62].

AICP FUNCTIONS
With active and involved community, local leader-
ship, demonstrated organizational commitment,
and system capacity and support for implementa-
tion, all parts of the organization and system can
work in concert to address systemic barriers, sup-
port quality practice, and positively impact out-
comes for children and families. While a deeper
review of both the multilevel leadership and coor-
dination and the delivery support functions [31] is
beyond the scope of this manuscript, the CAPP
project indeed established local and visible infra-
structure for these important functions for effective
implementation (see sample in Fig. 1). Teaming
structures that involved and linked executive and
cross-agency leadership with community and other
system partners hosted and operationalized AICP
functions in service to fidelity and improved out-
comes for children and families. While the Bwho^
being partnered with (i.e., case worker supervisors,
foster parents, youth, tribal elders, biological par-
ents, community-based agency leaders) and the
Bform^ of partnership processes varied across

TBM page 469 of 477

ORIGINAL ARTICLE

http://www.cfpic.org/practice-models/cfpmcapp
http://www.cfpic.org/practice-models/cfpmcapp


agencies, at their core, the AICP functions included
the following: relationship-building, addressing sys-
tem barriers, culturally relevant supports and ser-
vices, meaningful involvement in implementation,
and communication and feedback. Table 1 outlines
the AICP functions that emerged from and guided
CAPP work, along with concrete examples. The
following sections describe each AICP function,
elaborate on CAPP’s experience, and provide con-
crete examples of community-partnering roles in
organizational change for implementation.

Relationship-building
Active listening with community partners was in ser-
vice to the system both learning about features of
priority problems and then using that understanding
to collaboratively design responsive strategies to ad-
dress the problems. Listening sessions and forums with
community partners created a safe space for ongoing,
meaningful inclusion and involvement of both internal
and external stakeholders who likely had some mea-
sures of reluctance due to past trauma or for whom this
level of engagement is a new experience. To manage
anticipated challenges, groups co-developed shared
agreements, terminology, values, and vision/mission
for desired outcomes that were meaningful to both the
system and the community. As such, the listening

sessions provided space for the system to demonstrate
Bcultural humility^ through self-evaluation and cri-
tique, to redress the power imbalances in the worker/
client dynamic, and to develop mutually beneficial
and non-paternalistic partnerships with communities
on behalf of individuals and defined populations being
served.
Upon determining assessment findings, agency,

community, and tribal partnerships continued with a
focus on designing an intervention for the system that
was relevant and responsive to identified needs. What
began as four themes about barriers was translated into
8 core practice elements and subsequently 23 practice
behaviors to guide staff and the system’s interactions
with children and families. Together, staff and commu-
nity members worked to clarify a Busable^ practice
model that could be taught, understood, implemented,
assessed, and repeated in practice [6, 63]. In particular,
co-development of a practice profile focused on
connecting the intervention to barriers that surfaced
in system reviews and working with community, cross-
system, and tribal partners to define practice not by
what social workers and families are mandated to do,
but by what children and families need to experience
to help them attend to their needs. While CBPR prin-
ciples in implementation research may engage com-
munity partners for designing culturally relevant re-
search practices, the function of relationship-building

Fig 1 | Sample of agency-wide implementation functions among all leadership and implementation teams
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described herein also focuses on building community
partners as agents of system change.

Addressing system barriers
Early in the project, CAPP counties participated in
system analyses in partnership with community, tribal,
and cross-agency partners to reveal how institutional
actions, behaviors, and decisions are, or are not, orga-
nized to support intended system and community
goals. Via community task forces, focus groups,
policy-practice working groups within the system,
and conference calls, webinars, and video conferences,
agency staff and community partners mined through
data reports, system assessments, individual and group
interviews, direct observations (i.e., shadowing of sys-
tem staff), strategic improvement plans, quality assur-
ance reviews, and other local or regional reports and
assessments. Together, agency staff and community
partners clarified priority populations experiencing
disproportionate and disparate outcomes, summarized
findings, and extrapolated key themes that defined
shared priorities and goals.Overall, collaborative anal-
yses provided opportunities to co-create the Practice
Model, begin to manage adaptive challenges, and ex-
plore clear roles for partners in supporting implemen-
tation. From the perspective of organizational change in
service delivery systems and system redesign aspects of
translational research, community and tribal partners
remained key stakeholders in building capacity for
understanding and using data for change and ongoing
improvement.

Developing culturally relevant supports and services
As operationalized through formal implementation
and leadership team roles and other activities, AICPs
helped the system understand, develop, and make
available services and supports that were culturally
responsive, community-based, and sensitive to multi-
ple layers of painful experiences that may be affecting
lives of those being served. Community partners
helped service delivery systems meet the needs of
children and families by honoring their history and
culture and empower networks of support. In one
jurisdiction, partners recognized that native children
and families would benefit from culturally based ser-
vices and providers, yet the agency had to use typical
contract providers as these services were court-
recognized and approved. Together, agency leader-
ship and tribal community partners developed strate-
gies to build the court’s awareness of the issues and
needs (i.e., traditional healers), resulting in a blanket
court order recognizing tribal drug/alcohol services,
domestic violence and parenting programs as part of
case plan completion. Another site, recognizing
funding restrictions, successfully adjusted local agency
administrative processes to more flexibly support in-
dividualized services that are responsive to families’
culture and needs (e.g., pay for a child in foster care to
participate in a cultural event). Upon learning about
cultural needs, what is available to address them, andTa
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how to access services, agencies and community part-
ners can work to establish business, funding, and com-
munication pathways to culturally responsive services
for children and families. Herein, while community
and tribal partners guided development of services,
their role was less about developing culturally relevant
interventions for a research study as it was about help-
ing service systems to identify and address system
barriers to change.

Meaningful involvement in implementation
Beyond community engagement in research design
and intervention development, AICP functions
highlight partners’ active roles in implementation
activities to address common barriers to imple-
mentation. Agencies and community partners co-
created concrete, visible, and supported roles in
agency infrastructure and linked teaming processes
to support implementation practice. In doing so,
agency leadership leveraged communities and
tribes bringing their expertise to local practice
training, coaching, and fidelity assessment
activities.
Partnering in co-creation and delivery of staff training and
skill building—Community and tribal members identi-
fied early the insufficiencies in practice model training
regarding the history, context, cultures, and life expe-
riences of local residents. These partners challenged
system leaders to consider that their perspectives and
wisdom must be incorporated into training content,
design, and delivery in order to help staff better un-
derstand and engage the community, as well as better
develop culturally relevant supports and services for
effective service delivery. In collaboration with agency
staff, community and tribal partners co-created learn-
ing objectives and training content; delivered training
as trainers, content experts, and panelists; and facilitat-
ed simulated family interactions, experiential activi-
ties, and role plays in the training room. Training
content included local community members, former
system-involved parents and youth, researchers, spiri-
tual leaders, and respected elders from the community.
Community often sat at tables with staff throughout
the training to allow for varied training interaction,
group discussion, and interaction during shared activ-
ities. Community partners and trainers also reviewed
evaluation data for continuous improvement of the
training experience.
Partners in coaching processes and approaches—Commu-

nity and tribal members partnered with system leaders
to develop coaching processes and approaches that
fostered and supported cultural humility, reflection,
and continuous improvements to practice. Partners
observed and described behavior; shared personalized
and practice-related rationales; solicited, prioritized,
and responded to feedback by providing educational
Bpraise^ and support and developmental feedback;
and reviewed and used data to inform decisions to
improve training and coaching. As such, community
partners supported competency in training and helped

staff develop culturally responsive approaches and
generalize new skills to real-world interactions with
children and families.
Fidelity assessment design and observation—Building

from community partners’ role to help the system
define and design what quality practice should look
like in their community, agencies engaged partners in
the process of detection, support, and continuous im-
provement of the practice and necessary system
changes to support it. Community and tribal partners
co-created the design of CAPP’s fidelity protocol. In
partnership with agency leadership, community and
tribal partners developed measures, tools and process-
es for measurement, and scoring rubrics to guide con-
sistency in measurement. A team of an agency staff
member and a community or tribal partner conducts
direct observation of a teaming interaction between
the system and a family, with each team member
independently observing and rating using a shared,
Likert-scaling guide (1—low to 5—high). Together,
agency and community partners prepare for fidelity
assessments; act as key observers during observations;
and review and analyze the data to strengthen system
supports for the practice model.
Figure 2 provides a sample excerpt of fidelity assess-
ment data collected from a team of agency and com-
munity or tribal partners from a CAPP county. To-
gether, staff and community partners were able to
identify the issues of incorporating culture (Q.4) and
seeking to understand trauma (Q.7) as priority areas
for strengthening training and coaching supports.
Generally, overlap in ratings from staff and communi-
ty observers was often strong; in cases where ratings
varied more widely across observers, the agency rated
itself more negatively than community partners. Dis-
cussion between observers revealed a varying under-
standing of family culture that opened the door for the
system to reconsider the way they were framing family
and community culture in their training and coaching
processes. The result was a change to the ways that
social work staff inquire in to family and community
perspectives, attitudes, and behaviors that go beyond
notions of race, ethnicity, and heritage to a deeper
understanding of familial interactions, daily traditions,
and relational activities that better describe family and
community functioning than labels and categories
alone. Overall, the CAPP fidelity assessment protocol
combines the necessary rigor of fidelity assessment
coupled with the important insights of community
and tribal partners about practice. Community in-
volvement, consistent from design and implementa-
tion of the practice model to examining its delivery
and impact, serves to strengthen the ability to detect,
improve, and ensure a supportive, transparent, ac-
countable delivery system for the practice model.

Ensuring communication and feedback
As displayed in Fig. 1, formalizing visible structures
and processes that attend toAICP functions is a critical
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step in implementation practice. Additionally, linking
these functions with leadership and implementation
teams attending to other cross-agency and day-to-day
implementation functions is critical for the integration
and sustainability of AICP functions. In the absence of
linkages that enable complete communication loops
(both feed-forward and feedback), community
partnering is passive, providing perspective and con-
tributions but absent of active roles to apply and learn
from them. Agency-led activities included creating an
engagement liaison position to coordinate partnership
activities in close coordination with agency leadership
and implementation teams and ensure timely and con-
sistent communication, coordination, and follow-
through. The active roles of community and tribal
partners crossed boundaries of internal and external
systems, and formal linkages with implementation and
leadership teams ensured that partnership was embed-
ded in meetings, activities, and feedback loops of
agency infrastructure and teaming processes.
Early on, community partners reported feeling mar-

ginalized and out-of-place, invisible, disengaged, and
disrespected. As agencies began to listen to the stories
of their failed past attempts at community engage-
ment, they also began to hear how to better engage
the communities toward more active and meaningful
partnerships. As relationships grew, community part-
ners not only became more verbal, but the stories

between partners and the system shifted toward sup-
port that is more visible. Having community partner
and system perspectives on both challenges and op-
portunities, partners were more likely to speak up in
support of the child welfare system in times of crisis
(i.e., with the media, Board of Supervisors). As exter-
nal partners with an internal Bseat at the table,^ part-
ners were able to provide perspectives and advocate in
ways that would be considered self-serving if the same
information were delivered by agency staff or leader-
ship. These visible and active relationships and pro-
cesses strengthened the willingness and ability of com-
munity partners to act as ambassadors within their
own communities and tribes, helping others to under-
stand how the system was taking different and more
authentic steps toward culturally responsive practice
and system change.

CONCLUSIONS AND DISCUSSION
Systematic attention to AICP functions is a key com-
ponent for building organizational capacity and prac-
tice context for effective and sustained implementa-
tion. As illustrated by the CAPP case example, com-
munity and tribal members joined agencies as partners
in visible, linked leadership and implementation
teaming structures to explore, create, install, support,
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Fig 2 | Fidelity assessment ratings (sample) from a team of agency and community and tribal partner observers
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troubleshoot, and sustain practice innovations. To-
gether, community partners and agencies analyzed
and used data to identify needs, and intentionally
partnered to jointly define culturally relevant strategies
to address needs and necessary changes in local system
functioning to support them. Community and tribal
partners supported the installation of the practicemod-
el, including designing and delivering ongoing profes-
sional development services and acting as observers in
fidelity assessments. Shared responsibility for the
AICP functions, as embedded into the roles and re-
sponsibilities of leadership and implementation teams,
also supported ongoing processes whereby multiple
perspectives were continuously connected to and
informing the work and decision-making processes
for quality improvement.
With a focus on sustainable rather than demonstrat-

ed change, and a focus on strengthening delivery
agencies capacities and practice context [49, 57], this
case example illustrates the active, ongoing roles for
communities as partners with agencies in implementa-
tion. In doing so, researcher-agency partnerships are
not testing a distinct community-partnering delivery
strategy, per se. Instead, agencies are integrating spe-
cific AICP capacities into how the system operates,
fostering shared responsibility, accountability, and
ownership for getting to social impact. While fiscal
policies and contracting processes were often challeng-
ing, stipends or childcare supports helped to formalize
community partner roles to operationalize AICP func-
tions. Attention to the AICP functions of relationship-
building, addressing system barriers, creating cultural-
ly relevant and responsive services, meaningful in-
volvement in implementation support activities, and
ongoing communication and feedback for quality im-
provement can enable agencies to analyze aspects of
delivery systems through the eyes and experiences of
community members. Subsequently, attention to
AICP functions can facilitate service delivery agencies
in respectfully, actively, and meaningfully inviting
community members into the system as partners to
support, monitor, and leverage external pressure for
change. This expansion to an established set of active
implementation functions [31] further acknowledges
that participants at multiple levels of a system and
community can be engaged, committed, and account-
able in both real time and long-term to strengthen
organizational capacities and support effective use of
an innovation.
Similar to yet different from CBPR, AICP functions

draw on principles of ongoing involvement and col-
laborative decision making, but from the perspective
of delivery agencies and practice contexts rather than
research design and activities, per se. AICP functions
focus on developing necessary infrastructure for im-
plementation, but concentrate on strengthening inter-
nal agencies’ teaming, communication, and use of data
processes and capacities of rather than community-
academic partnerships for research. From the perspec-
tive of building organizational capacity for change, the
AICP functions may help to clarify the kinds of

structural and operational adaptations (i.e., communi-
ty engagement liaisons and teams; full-time-equivalent
(FTE) positions in implementation support activities)
as well as the dedicated time, funding, and other orga-
nizational resources necessary to transform systems
from delivering services to hosting sustainable change.
While the case example herein described the con-

text for the emergence and operationalization of AICP
functions, authors are unable at this time to describe
the durability of AICP capacities, evidence of their
impact on outcomes, or how the application of AICP
functions compares to use of other community engage-
ment and more traditional implementation ap-
proaches. Indeed, questions remain about the contri-
bution of AICP functions to improving implementa-
tion and intervention outcomes and optimizing AICP
functions in implementation practice, especially to de-
velop organizational capacities as a viable and durable
basis to operationalize AICP activities over significant
periods. However, process evaluation of CAPP con-
textual factors, as guided by the continuum of research
to practice [4], describes a number of testable anteced-
ents that may be critical for the sustainability of AICP-
related factors leading to population outcomes, partic-
ularly those related to infrastructure development, on-
going data monitoring and shared review to define
meaning, and a system orientation for change [48].
Implementation researchers are coming to acknowl-

edge a blending among research, policy, and practice
[14, 23]. It may be time for a kind of BCopernican^
shift in attention from getting the community involved
in research to how research becomes engaged with
community to optimize evidence in real-world prac-
tice. Some researchers in implementation are calling
for separate community prevention/professional pre-
vention support and delivery systems as additional
components to the interactive systems of support in
implementation [9]. Rather than just being aligned and
in close communication while serving different types
of organizations, the case example herein suggests a
deliberate joining among community members and
agencies to blend perspectives, enhance organizational
capacities for change, and share in supporting use of
innovations. Additionally, as implementation research
integrates AICP, the design of community engagement
measures that explore the construct from multiple
perspectives is critical. For example, a modified assess-
ment [46] of agency readiness for community
partnering in implementation might use the AICP
functions tomeasure progress along a continuum from
no planning or discussion to AICP activities being in
place and sustained (i.e., outreach and in-reach as
active partners with agencies structures; frequent com-
munication; involvement in local coaching and fidelity
assessments). Measurement based on a consistent set
of criteria can help to further define and operationalize
AICP, but would still need to be adapted to local
context and needs and also measured directly from
partners being involved in the process [41]. Finally,
agencies’ attention to AICP functions would benefit
from exploring co-creation questions [31] to guide
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infrastructure development for and sustainability of
AICP functions (i.e., where will functions live in your
agency? Who will be accountable? What are the plans
to operationalize them?).
The conditions under which attention to AICP func-

tions occurs vary. In many cases, specific attention is
sponsored by funding and policy organizations (e.g.,
Patient-Centered Outcomes Research Institute
(PCORI); Agency for Healthcare Research and
Quality’s (AHRQ) Effective Healthcare Program and
NIH Clinical and Translational Science Awards
(CTSA); Robert Wood Johnson Foundation’s Culture
ofHealth) [23, 41]. Communitiesmay feel slighted and
further marginalized when systems apply for funding
and initiate plans that will impact their communities
without their being included from the beginning. Al-
ternatively, when communities are engaged early on
and continuously inmeaningful activities, partners can
feel valued and take ownership in both successes and
setbacks. Research suggests that pre-established
AICPs can ease implementation challenges [34]. High
sustainmentmost likely occurs where partnerships and
relationships with local stakeholders are already
strong, so relationship-building should occur well be-
fore a project begins. Funding that protects initial and
then subsequent time for assessment, collaborative
planning, and ongoing engagement activities can nur-
ture stable investments in relationships and strengthen
the respect and trust that may be critical to address
barriers and facilitate effective implementation.
Funders may also support intermediary or backbone
organizations to work with community agencies to
ensure ongoing support for attending to AICP func-
tions, especially when capacities likely vary across
agencies [23]. With such support, key perspectives
and resources across community, tribal, and system
partners can come together to identify and address
shared priorities, co-create implementation supports,
and continuously refine and improve implementation
amidst the dynamic context of real-world systems
striving to sustain social impact to improve the lives
of people and communities.
Funders and policymakers at federal, state, and

local levels may continue to commit resources for
the structures and processes in implementation
research and practice that ensure core compo-
nents of AICP functions [51]. It is worth stating,
though, even with evidence outlining benefits,
that building relationships with communities and
tribes and working together in partnership to
support use of innovations is a choice [25] among
agencies and systems trying to coordinate and
manage efforts in pursuit of their goals (i.e.,
choose two: good, fast, cheap). While the time
it takes to build effective AICP for improved
outcomes may be viewed as a Btrade-off,^ the
lack of achieved or sustained population out-
comes remains a current challenge of implemen-
tation research and practice. The systems’ direct
and visible attention to AICPs can serve to
strengthen transparency, accountability, and

cultural responsiveness as well as enable more
timely and adaptive problem solving to leverage
strengths and resources from multiple perspec-
tives for relevant and sustained change. System-
atic attention to AICP can assist in strengthening
organizational change necessary for getting evi-
dence into practice that benefits people and
communities.
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