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Abstract
Purpose. To assess the evolution of perceived ownership of a university-Aboriginal community
partnership across three project stages.
Design. Survey administration to project partners during project formalization (1996—T1),
mobilization (1999—T2), and maintenance (2004—T3).
Setting. Aboriginal community of Kahnawake, outside Montreal, Quebec, Canada.
Participants. Partners involved in influencing decision making in the Kahnawake Schools Diabetes
Prevention Project (KSDPP).
Measure and Analysis. A measure of perceived primary ownership subjected to linear trend analysis.
Results. KSDPP staff were perceived as primary owner at T1 and shared ownership with Community
Advisory Board (CAB) members at T2 and T3. Trend tests indicated greater perceived ownership between
T1 and T3 for CAB (x21 5 12.3, p , .0001) and declining KSDPP staff (x21 5 10.5, p , .001)
ownership over time. Academic partners were never perceived as primary owners.
Conclusion. This project was community driven from the beginning. It was not dependent on an
external academic change agent to activate the community and develop the community’s capacity to plan
and implement a solution. It still took several years for the grassroots CAB to take responsibility from
KSDPP staff, thus indicating the need for sustained funding to build grassroots community capacity. (Am
J Health Promot 2011;26[2]:96–100.)
Key Words: Indians, North American, Capacity Building, Community-Based

Participatory Research, Self-Determination, Health Promotion, Prevention Research.
Manuscript format: applied research brief; Research purpose: process evaluation;
Study design: quantitative (trend analysis); Outcome measure: perceived ownership;
Setting: community; Health focus: type 2 diabetes prevention; Strategy: culture change;
Target population age: adults partnering in community-based participatory research;
Target population circumstances: Aboriginal populations, academic researchers
Margaret D. Cargo, PhD, is with the School of Health Sciences, University of South Australia,
Adelaide, South Australia. Margaret D. Cargo, PhD, is also with the Douglas Hospital
Research Centre, McGill University, Verdun, Quebec, Canada. Ann C. Macaulay, CM, MD,
FCFP, is with Participatory Research at McGill, Department of Family Medicine, McGill
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PURPOSE
Health promotion programs are
implemented in complex systems and
influenced by a range of factors related
to the implementers, implementing
organization, and community.1 The
dynamics of those engaged in decision
making also influences program delivery, especially within the context of
participatory approaches. Little quantitative research explores the decisionmaking dynamics of university-community partnerships in the evaluation
of community-based health promotion
programs. No quantitative longitudinal
research has been reported on university-Aboriginal community partnerships. Available qualitative evidence
tends to amplify the difficulty of this
type of collaborative effort owing to
political tensions, competing interests,
and power imbalances between academic and Aboriginal partners.2 In the
absence of longitudinal studies, prevailing tenets of participatory research
remain unchallenged. The Frierian3
emancipatory root of participatory
research suggests that an external
change agent raises the consciousness
of the marginalized population on the
underlying causes of their health
problem and through a collaborative
process facilitates their capacity development to address the problem.4
However, in Aboriginal communities,
mistrust generated from externally
driven research combined with the
international Aboriginal self-determination movement5 suggests that these
assumptions may not fit with the
political realities of Aboriginal communities and the partnerships that
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Table 1
Description of Each Partner in the Kahnawake Schools Diabetes Prevention Project and Response Rates by Partner Group for
T1, T2, and T3

Partner
a. KSDPP Staff

b. Community Advisory
Board

c. Academic Researchers

d. Community Researchers

e. Community Affiliates

f. Supervisory Board

Description
Represented primarily by community members that
guide research and intervention. Staff were
active at T1, T2, and T3 and completed surveys
at all time points.
Community members from health, social, political,
spiritual, recreational, and private sectors and
community at large to advise and participate in
research and intervention activities. Active and
completed surveys at T1, T2, and T3.
Defined by their primary affiliation with an academic
or research institution. Academic researchers
were a core partner and completed surveys at
T1, T2, and T3.
Professionals from health and education sectors
with research responsibilities. Considered a
partner at T1 and T2 and completed surveys only
at these time points.
Community and organizational representatives
supporting KSDPP intervention and research, but
do not participate in KSDPP committees. A partner
at T2 and T3; completed surveys at T2 only.
Community and academic representatives ensuring
fiscal accountability and providing financial
oversight. Considered an independent partner
group for the T3 survey.

T1 Response Rate, T2 Response Rate, T3 Response Rate,
No.* (%)
No.* (%)
No.* (%)
4/4 (100)

18/25 (72)

5/5 (100)

13/23 (57)

16/21 (76)

16/23 (70)

3/3 (100)

5/5 (100)

14/16 (88)

3/3 (100)

4/4 (100)





17/33 (52)





Not surveyed

5/8 (63)

* Number of surveys returned/number of surveys distributed.
 Not recognized as an independent active partner at this time point.

they seek to form with universities. To
understand decision-making dynamics
between academic and Aboriginal
community partners, this study assessed the evolution of perceived primary
ownership, cross-sectionally, across
three stages of the Kahnawake Schools
Diabetes Prevention Project (KSDPP).
METHOD
Setting
Kahnawake is a Kanien’kehaka (Mohawk) community near Montreal,
Canada. Community concern over the
high local prevalence of type 2 diabetes
and the perceived weight gain of
school children, combined with the
Kanien’kehaka tradition of caring for
future generations, moved Kahnawake
to partner with academic researchers
to implement and evaluate a diabetes
prevention program. KSDPP began in
1994 to change social norms and
enhance environmental supports for
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healthy eating and active lifestyles in
the schools and community.6
Participants
Drawing on participatory research
principles, KSDPP engaged community
and university representatives in all
research phases. KSDPP partners were
composed of representatives from
community organizations and the
private sector, and those with a research interest, who may or may not
have had an affiliation with an academic institution. These partners were
involved in KSDPP through their affiliation with one or more of the following groups: (1) Community Advisory
Board (CAB), (2) KSDPP Staff, (3)
Supervisory Board, (4) Academic Researchers, (5) Community Affiliates,
and (6) Community Researchers. A
core group of partners was involved
from the beginning; other partners
were active at various points. Partner
roles and contributions are summarized in Table 1.

KSDPP Staff were represented by
diabetes prevention facilitators and
trainers, secretarial and administrative
support staff, and researchers from the
community (i.e., community researchers) or outside the community (i.e.,
community-based researchers). The
CAB, which met monthly, consisted of
members from health, social, political,
spiritual, recreation, and private sectors of the community in addition to
interested community members. In
2002, the CAB created a five-member
executive committee to provide oversight to KSDPP administrative and
financial operations. The Supervisory
Board was represented by an elder,
administrators from research-related
institutions, and local political and
education representatives. This group
ensured research accountability to the
community, universities and funding
agencies. Academic Researchers were
faculty members and undergraduate
and graduate students in health- and
social science–related disciplines from
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partnering universities. Community
Affiliates were service providers, frontline workers, and administrators from
organizations and institutions engaged
in planning and implementation of
KSDPP intervention and research activities, but not directly involved in any
of the above committees. Community
Researchers were professionals from
the health and education sector (e.g.,
nutritionists) who assumed research
responsibilities. KSDPP decisions were
supported by a collective decisionmaking process that involved representation from multiple partner
groups; notably, KSDPP staff attended
research meetings, and academics and
KSDPP staff attended CAB meetings.
Design
Cross-sectional surveys were administered to project partners in 1996
(T1), 1999 (T2), and 2004 (T3) representing three project stages—formalization, mobilization, and maintenance. These stages emphasize
developing operating guidelines, procedures, and ethics (formalization);
capacity-building and accountability
(mobilization); and sustaining the infrastructure and research products
(maintenance).7 For all three time
points, self-report surveys and consent
forms were distributed directly to
committee members attending project
meetings or mailed to community
organization representatives supporting the project. Active partners at each
time point (see Table 1) were eligible
to complete surveys. Community Affiliates members were mailed surveys at
T2 despite less formal involvement in
project decision making. Given the low
T2 response rate, this group was not
surveyed at T3. Eligibility to participate
was determined by staff and researchers reviewing attendance documented
in meeting minutes. For concerns
regarding anonymity, confidentiality,
and survey aims, participants contacted
the lead researcher by phone or in
person. A project staff member contacted participants by phone 2 and
4 weeks following survey administration to prompt the return of surveys;
reminders also were provided at project meetings. Surveys and signed consent forms were returned by mail in
addressed stamped envelopes or
placed in a drop box at the KSDPP
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office. Participant responses were
anonymous. Because of a need for
anonymity, required by the community, individual respondents could not be
linked for analysis across time points;
however, group membership changed,
with members joining and others
leaving at T2 and T3.
Survey response rates were 80% (28/
35) at T1, 63% (44/70) at T2, and 75%
(51/68) at T3; for this paper, response
rates are 74%, 60%, and 74% because of
missing data. Response rates for partner
groups are reported in Table 1. Partner
affiliation was determined by self-reported primary affiliation and counted
only once in the sample at each time
point. Fifty-nine percent (20/35) of
those surveyed at T1 remained active at
T2. Excluding Community Affiliates
members present at T2, 56% (20/36) of
project partners at T2 were present at
T3. Twelve partners were involved in
KSDPP from T1 to T3.
The KSDPP Code of Research Ethics
(http://ksdpp.org/elder/code_ethics.
php) was followed. Protocols for this
study were first approved by the KSDPP
CAB and then submitted to the McGill
Faculty of Medicine Institutional Review Board.
Measures
Study questions were drawn from a
survey assessing perceived influence,
the results of which have been previously reported.8,9 Revision to project
functioning questions resulted in
greater differentiation in project domains and scaling at T3 as compared to
T2 and T1 and thus precluded comparisons. The perceived primary ownership question remains the only comparable question across each time
point. After completing the survey,
participants were asked ‘‘which partner
was the primary owner of KSDPP at the
present time’’; they selected one response from the list of active partners.
Content validity, construct validity, and
initial reliability tests for the survey
measures were reported by Flynn10;
face validity of the perceived primary
ownership question was established by
academic researchers and community
members with community organization expertise reviewing the survey.
Data Analysis
To assess the evolution of perceived
primary ownership from T1 to T3, the

linear trend test was used. The z-test was
then applied to assess the perceived
primary ownership of each partner at the
three time points. Data were analyzed
using PEPI epidemiological software.
RESULTS
Given naturally occurring changes in
group composition from T1 to T3 and
ethical considerations of anonymity and
confidentiality, a conservative approach
was taken by treating observations as
independent in the analysis. At T2 only,
response rates were significantly lower
for CAB (57%) and Community Affiliates (52%) compared to other partners
(Table 1). Women comprised the larger proportion of project partners at T1
(53.8%), T2 (68.2%), and T3 (82%).
Data for perceived primary ownership
appear in Table 2; trend tests evaluating greater perceived ownership between T1 and T3 for CAB members (x21
5 12.3, p , .0001) and declining
KSDPP Staff (x21 5 10.5, p , .001)
ownership were statistically significant.
KSDPP Staff was perceived as primary
owner at T1 and shared ownership with
CAB at T2 and T3 (see Table 2). Trends
analyzed without Community Affiliates
in the sample at T2 remained robust for
CAB (x21 5 12.3, p , .0001) and KSDPP
Staff (x21 5 10.0, p 5 .002) with 41.7%
of those surveyed perceiving CAB and
KSDPP Staff as primary owners and
16.7% perceiving Community Researchers as primary owner. At T1,
differences in proportions were statistically significant between KSDPP Staff
and all other partners. At T2 and T3,
differences in proportions between
KSDPP Staff and CAB were not statistically significant (p 5 .18 and p 5 .22).
At T2, all other comparisons were
statistically significant except for those
between Community Researchers and
CAB and between Community Researchers and Academic Researchers.
At T3, all comparisons were statistically
significant except for the comparison
between KSDPP Staff and CAB. Academic Researchers were not perceived
as primary owners at any time point.
DISCUSSION
This is the first longitudinal study to
report on the evolution of perceived
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Table 2
Perceptions of Primary Ownership of KSDPP Aggregated Across Partners (Percentage and Number of Participants), CrossSectionally at T1 (1996), T2 (1999), and T3 (2004)
T1, % (No.)*
Perceived Primary Owner
a.
b.
c.
d.
e.
f.

(n = 26)

KSDPP Staff
Community Advisory Board
Academic Researchers
Community Researchers
Community Affiliates
Supervisory Board

80.8
11.5
0
7.7

(21)
(3)
(0)
(2)
§
§

T2, % (No.)
(n = 42)
50.0
33.3
0
16.7
0

(21)
(14)
(0)
(7)
(0)
§

T3, % (No.)`
(n = 50)
40.0 (20)
54.0 (27)
0 (0)
§
0 (0)
6.0 (3)

* a–b, a–c, a–d (p , 0.0001).
 a–c, a–e, b–c, b–e (p , 0.0001); a–d (p , 0.05).
` a–c, a–e, a–f, b–c, b–e, b–f (p , 0.0001).
§ Not recognized as an independent active partner at this time point.

ownership of a university-Aboriginal
community partnership. Perceived
ownership is a subdimension of community power, which constitutes 1 of
10 core dimensions of community
capacity.11(p 262) Two noteworthy findings are highlighted below and discussed in relation to their implications
for community capacity building.
First, findings show that KSDPP was
perceived to be owned by one or more
community partners during its formalization, mobilization, and maintenance
stages. This result runs counter to the
Frierian imperative that an external
change agent was responsible for activating this Aboriginal community and
developing community members’ capacity to ‘‘take over’’ the program.3 In
the formalization stage, KSDPP Staff
was perceived as primary owner and in
the mobilization and maintenance
stages KSDPP Staff shared this ownership with the CAB. Ownership was not
developmentally fostered by the academic partner, as may be the case with
participatory research models such as
empowerment evaluation,12 nor was
ownership shared between community
and university partners, as outlined in
exemplary applications of communitybased participatory research with marginalized populations. Academics were
not perceived as primary owner at any
time point. Although the proportion of
women completing surveys increased
from T1 to T3, the community has a
strong culture and history of Aboriginal self-determination and self-government that transcend gender.
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Second, community capacity was
developmentally fostered and/or
transferred from KSDPP staff to CAB
members with greater perceived ownership accruing across the mobilization
and maintenance stages. This finding
supports the assertion that community
capacity is dynamic and develops in
stages of readiness.11 As illustrated in
Table 2, the percentage of partners
perceiving CAB as primary owner
steadily increased across the three
stages, from 11.5% to 33.3% to 54%.
This process took years, which suggests
that the short-term funding timelines
of granting agencies does not fit with
the real-world capacity-building efforts
required by grassroots communities.
More research is required to understand the process of developing grassroots capacity within Aboriginal communities.
Limitations
Study results must be interpreted in
light of limitations. Findings are based
on a single measure extracted from a
larger survey administered at three
time points. We acknowledge that
partnerships change in the real world
of program implementation. This is
reflected by the in-migration and outmigration of partners at each time
point, which impacted group composition. Beyond group composition, the
partnership structure changed at T3,
with the Supervisory Board recognized
as an independent partner group and
the phasing out of Community Researchers. Cross-sectional sampling al-

lowed partners who were active at
each time point to report their perceptions of perceived ownership.
However, the lower T2 response rate
was biased because of smaller proportions of CAB and Community Affiliate
members completing surveys. As previously reported by KSDPP,8 those
who placed trust in or were less
satisfied with the partnership may
have been less inclined to complete
the survey. Response rates at T3 were,
however, more comparable to T1, and
the T3 results are arguably the most
telling.
Implications for Health Promotion
Study findings suggest rethinking
the role of the external change
agent in relation to consciousness
raising and capacity building in Aboriginal communities. In line with
current perspectives in Aboriginal selfdetermination,5,7 health promotion
practitioners should approach communities with a willingness to partner
and not dictate help or assistance, as
this may be perceived as paternalistic
and undermine community capacity.
In addition, granting agencies need to
rethink their short-term funding timelines to allow sufficient time for grassroots capacity to develop in Aboriginal
communities.
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