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D
epressive disorders are the leading cause of adult 

disability in the United States,1,2 are associated with 

reduced quality of life, and are risk factors for physi-

cal health problems.3 Although depression is prevalent in all 

ethnic groups, compared with Whites, racial/ethnic minorities 

have less access to evidence-based depression care and worse 

treatment outcomes.4 Similarly, individuals with lower SEP 

(i.e., low educational attainment, low income) tend to have 

higher rates of depression than more affluent individuals.5

Depression QI programs based on chronic disease man-

agement models have been shown to improve depression out-

comes,6,7 particularly for minority and low SEP populations. 

Nonetheless, access to such programs is limited in minority, 

under-resourced communities.8 Furthermore, improvements 

in mental health outcomes may be complicated by comorbid 

medical conditions and increased exposure to social determi-

Abstract

The Problem: Depression quality improvement (QI) 

programs based on chronic disease management models 

have been shown to improve depression outcomes. 

Nonetheless, access to and the use of such programs is limited 

in minority, under-resourced communities.

Purpose: We report on the outcomes of a Delphi-based 

consensus exercise conducted by our partnership at a com-

munity-wide conference in Los Angeles. Participants identi-

fied and prioritized the needs of depressed individuals that 

should be addressed in a county-wide Health Neighborhood 

Initiative (HNI) designed to increase existing mental health, 

substance use, health care, and social services for individuals 

with low socioeconomic position (SEP).

Lessons Learned: Participants agreed that housing is the 

number one priority. Delphi results also illustrate the 

importance of addressing social, spiritual, and health care 

access needs of depressed individuals.

Conclusions: Our study shows how to systematically engage 

community-based organizations, patients, families, and com-

munity members in the process of improving the design of 

community-wide health policy initiatives.
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nants of health, or conditions in the environment in which 

people live and work, including poverty, unemployment, and 

lack of health insurance.9–13

Results of the Community Partners in Care (CPIC) 

study (http://www.communitypartnersincare.org), a cluster-

randomized controlled trial, show the benefits of a partnered 

approach to designing a community-wide depression QI pro-

gram. CPIC findings suggest that, compared with providing 

technical assistance to agencies, engaging diverse health care 

and community-based agencies in planning and implementing 

a depression QI program in their community14,15 improved 

mental health-related quality of life, increased physical activity, 

reduced homelessness risks factors and behavioral health hos-

pitalizations among depressed individuals, and shifted delivery 

of mental health services toward community-based agencies.16,17

Based on CPIC findings, the Los Angeles County (LAC) 
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Board of Supervisors added the Department of Mental Health’s 

(DMH) HNI18 to the LAC’s strategic plan. HNI was designed 

to increase existing mental health, substance use, health care, 

and social services for low SEP minorities. DMH leadership 

invited CPIC partners to support HNI’s development to 

ensure its relevance and cultural appropriateness for commu-

nities distrustful of research and publicly funded services.19,20 

In preparation, academic and community members of the 

CPIC study steering council conducted a community-wide 

conference21,22 to share CPIC findings and engage patients, 

providers, and representatives of community organizations 

in identifying HNI’s main focus. The main conference activity 

was a Delphi-based consensus-building exercise23,24 to assess 

community needs and prioritize social determinants of mental 

health to be addressed within the HNI. The Delphi method 

is based on the idea of iterative data collection, which allows 

participants to learn about and discuss the responses provided 

by others and then revise their answers in light of the discus-

sion. This method has been used successfully in other studies 

to assess community needs and priorities.23,24

The goal of this manuscript, which was written by CPIC 

academic and community partners who have been working 

together for more than 7 years on a wide range of community-

academic partnered mental health research projects, is to 

describe and summarize the Delphi process and its results to 1) 

illustrate how community-based organizations, patients, fami-

lies, and community members could be systematically engaged 

in the process of designing community-wide health policy 

initiatives, 2) show how community engagement has already 

affected HNI design and implementation, and 3) explain how 

community engagement could be used for collaborative policy 

planning in other communities. Our manuscript illustrates 

how participatory research partnerships can support policy 

development and implementation at the local level by inform-

ing policymakers about community preferences and needs and 

working with them on designing large-scale interventions that 

are likely to be accepted within community.25

METHODS

The community conference co-organized by academic and 

community members of the CPIC steering council took place 

on September 12, 2014 in South Los Angeles, a predominantly 

minority, low SEP community. Eighty-six stakeholders from 

South Los Angeles and Hollywood, including people with 

depression, mental health professionals, DMH employees, 

social workers, researchers, case managers, and clergy, all of 

whom had a significant experience and expertise in either 

dealing with, or helping those suffering from, depression 

attended this conference. Most attendees had also participated 

in previous local, community-based, long-term, community–

academic partnered research initiatives and were knowl-

edgeable about research process and the needs of depressed 

individuals living in Los Angeles. Conference attendees were 

not compensated for their time, but were served breakfast and 

lunch and were eligible to receive CME/CEU credits.

Conference attendees participated in a two-round Delphi-

based exercise,24 which was co-conducted by an academic 

(D.K.) and a community (P.W.) partner, who worked together 

to develop a Delphi protocol, design data collection sheets, 

and determine the best analytic approach. All data collection 

activities were reviewed and approved by the RAND’s Human 

Subjects Protection Committee.

We chose a Delphi approach, instead of a survey, to allow 

participants to respond based on their own professional and 

personal experience first, and then to revise their initial 

responses based on the new information they received during 

the conference.23 In round 1, participants rank-ordered eight 

needs of depressed individuals with the goal of prioritizing 

the needs to be addressed first so the HNI could have the 

greatest likelihood of improving depressed individual’s overall 

well-being. Participants were instructed to consider how much 

the overall wellness could be improved if not only low mood, 

but also each of these needs, or social determinants of mental 

health, could be addressed. The needs, which participants 

rank-ordered from 1 (highest impact) to 8 (lowest impact), 

included finding housing, accessing quality health care, 

improving relationships with others, improving spiritual well-

being,* finding work, getting benefits (i.e., unemployment, 

food stamps), improving mental wellness, and combatting 

racism and racial violence.

The first six needs were identified as part of an ongoing 

qualitative study of people living with depression (see below); 

* Spiritual well-being is defined as covering individuals’ inner life and its relationship with the wider world. Spiritual well-being is about a 

sense of wholeness, which encompasses the religious, physical, emotional, and mental dimensions



95

Khodyakov et al. Use of Stakeholder Input to Inform Policy

the last two needs were suggested, discussed, and agreed upon 

by conference attendees immediately before the first round of 

ranking. During the study design stage, P.W. suggested that 

conference attendees should be allowed to propose additional 

needs, whereas D.K. stressed the importance of limiting the 

number of additional needs proposed and ensuring that all 

participants rank order the same set of needs. Therefore, by 

working together, academic and community partners devel-

oped a mutually agreed upon research design.

After round 1, participants heard a brief presentation 

about the ongoing community–academic partnered qualita-

tive study on social determinants of mental health. Based on 

in-depth telephone interviews with 104 depressed Angelenos,† 

improving mental wellness, accessing quality health care, and 

finding housing were identified as the top needs. After lunch, 

conference attendees were divided into 11 discussion groups 

to share their round 1 rankings and explain why they felt that 

addressing a certain need would have the greatest impact. 

Trained community or academic partners facilitated discus-

sion groups using a semistructured protocol and encouraged 

participants to explain how collaboration among community 

agencies could help to address these needs. Notes were taken 

during the discussion by the facilitators to capture partici-

pants’ reasons for ranking a given need as their top priority. 

After discussion, participants who did not leave the conference 

after lunch provided their round 2 rankings of needs.

We used two analytic approaches to rank order the needs 

to ensure robustness of our findings. We first rank-ordered the 

needs based on the mean ranks and then based on the percent-

age of participants selecting a particular need as their top 

priority. We qualitatively summarized participants’ discus-

sion comments related to each need to contextualize ranking 

results. In particular, we were interested in understanding 

why some participants ranked a given need highly, whereas 

others did not do so.

RESULTS

Seventy-five percent of participants were female and 43% 

were African American. Twenty-nine percent represented 

mental health agencies, 19% were community members 

(including depressed individuals), 16% represented social ser-

vices agencies, and the remaining 36% represented religious, 

primary care, substance abuse, homeless, public health, and 

academic agencies/institutions.

Results are based on the input from 68 participants 

answering all ranking questions in both rounds (79% of 

conference attendees). Seventy-four percent of participants 

changed at least one of their answers between rounds. When 

ranks were changed, the typical change was plus/minus one 

ranking place, and it did not affect the top priority.

Table 1 displays means and standard deviations of each 

need’s rank. It shows that the top need in both rounds was 

finding housing. Roughly one-half of all participants rated 

housing as their number 1 or 2 choice in both rounds (data not 

shown). Group discussions revealed that housing is essential 

for providing a sense of security and stability and is crucial for 

† As part of the CPIC study, individuals were screened for depressive symptoms using the eight-item Patient Health Questionnaire.16

Table 1. Ranking of Needs Based on the Mean Values (n  = 68)

Rank

Round 1 Round 2

Need Mean (SD) Need Mean (SD)

1 Finding housing 3.15 (2.046) Finding housing 3.19 (2.068)

2 Accessing quality health care 4.13 (1.836) Finding work 4.22 (2.258)

3 Finding work 4.18 (2.239) Improving spiritual well-being 4.31 (2.111)

4 Getting benefits 4.41 (2.111) Accessing quality health care 4.34 (1.728)

5 Improving relationships with others 4.68 (2.126) Getting benefits 4.59 (2.180)

6 Improving spiritual well-being 4.76 (2.253) Improving relationships with others 4.81 (1.926)

7 Mental wellness 4.91 (2.708) Mental wellness 5.07 (2.830)

8 Combatting racism 5.49 (2.269) Combatting racism 5.34 (2.459)

Note: The table shows the mean ranks and standard deviations of each need in Rounds 1 and 2. The lower the mean, the higher impact participants assigned to a need.
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mental health recovery. Housing was followed by the needs 

to access quality health care and to find work in round 1, and 

the needs to find work and to improve spiritual well-being in 

round 2. Participants often discussed finding work and find-

ing housing together, referring to them as “basic” needs that 

should be addressed first. Finally, although addressing mental 

wellness and combatting racism were at the bottom of the list 

in both rounds, getting benefits and improving relationships 

with others were consistently in the middle. In discussing 

racism and associated violence, for example, participants often 

felt that this was a long-term goal and that violence in com-

munities is not only related to racism. Although some ranked 

it highly, considering racism to be a fundamental problem, 

others felt this need was a broader societal issue that cannot 

be addressed at the level of just one neighborhood.

Table 2 presents Delphi results based on the top need 

chosen by each participant. Although finding housing 

remained the top priority in both rounds, mental wellness 

and spiritual well-being moved up to the top of the list, and 

access to health care moved to the bottom. Participants varied 

in their perspectives on addressing mental wellness: whereas 

more than one-fifth of participants considered this need to 

be their top priority in both rounds, one-quarter of round 1 

participants and roughly one-third of round 2 participants 

put it at the bottom of their list. To describe mental wellness, 

participants used a variety of terms, including joy, mindful-

ness, and self-esteem. Those who prioritized mental wellness 

often argued that mental wellness encompasses other needs 

and is the basis for taking care of all other needs. They stated 

that being mentally well helps people to make good deci-

sions about themselves and people around them, which is a 

prerequisite for helping others. Those participants, especially 

clinicians, who put this need at the bottom of their lists often 

felt that mental wellness was already included as a component 

of other needs and therefore should not be prioritized on its 

own. Finally, in ranking access to health care, the majority 

of participants placed this need consistently in the middle of 

their lists, with only 6% making it their top priority. Although 

some participants felt that access to quality health care was 

very important for addressing mental health needs, others 

argued that addressing health care needs was not as important 

as addressing some other needs on the list.

DISCUSSION

Our results illustrate a wide range of opinions about how 

best to help depressed Angelenos, which may be partially 

explained by the diversity of conference attendees’ back-

grounds and complexity of the issue. Conference attendees, 

however, agreed that community-wide collaborative efforts 

to address depression among ethnic minority and low SEP 

populations in LAC may have the highest impact on the over-

all well-being of depressed individuals if community agencies 

can help them to find stable and affordable housing. Indeed, 

housing was ranked number 1 in both rounds and using both 

analytic approaches.

Addressing unemployment, emphasizing mental and 

spiritual well-being, and facilitating access to quality health 

care were also deemed important. These findings suggest a 

strong community preference for a multiprong HNI that 

addresses not only social (housing and employment), but also 

Table 2. Ranking of Needs Based on Participants’ Top Priority (n = 68)

Round 1 Round 2

Rank Need % Ranked #1 Rank Need % Ranked #1

1 Finding housing 25.0 1 Finding housing 23.5

2 Mental wellness 20.6 2 Mental wellness 22.1

3 Improving spiritual well-being 13.2 3 Improving spiritual well-being 16.2

4.5 Finding work 11.8 4 Finding work 14.7

4.5 Combatting racism 11.8 5.5 Getting benefits 7.4

6.5 Getting benefits 7.4 5.5 Combatting racism 7.4

6.5 Improving relationships with others 7.4 7 Accessing quality health care 5.9

8 Accessing quality health care 5.9 8 Improving relationships with others 2.9
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individual (mental and spiritual well-being) and structural 

(access to quality health care and benefits) determinants of 

mental health.

Our community engagement process and Delphi findings 

affected HNI design and implementation. Conference results 

were shared with DMH leadership, including the director and 

DMH staff overseeing HNI, some of whom participated in 

the Delphi exercise. To illustrate the impact on HNI design 

and implementation, one of the HNI pilot sites in Hollywood 

focuses specifically on the homeless in collaboration with LA 

Care, the Los Angeles Medicaid insurance plan, and the LAC 

Department of Health Services. The HNI/CPIC leadership 

is also working with housing authorities and faith-based 

mental health programs throughout the county to explore 

mutually beneficial partnering options. Finally, CPIC leaders 

are engaged in supporting HNI goals of services coordina-

tion to improve care access/quality across county agencies by 

actively participating in discussions on the potential restruc-

turing of LAC health services agencies to meet mandates for 

Accountable Care Communities26 and Medicaid Behavioral 

Health Home.27 In particular, CPIC leaders contributed to 

the discussion of incentives to support collaborations across 

historically siloed sectors to improve outcomes through 

evidence-based integration strategies, such as depression 

collaborative care, while addressing social determinants of 

health, such as housing and employment.

Although sensitive to the analytic approach and limited 

to the perspective of conference attendees, the vast major-

ity of whom have participated in previous community-wide 

initiatives, our findings illustrate the importance of addressing 

housing needs of depressed individuals, while paying atten-

tion to their social, spiritual, and health care access needs. 

Therefore, we recommend that new policies designed to 

address depression in under-resourced communities account 

for social, spiritual, economic, and political factors. We also 

suggest that a successful planning and implementation of a 

depression health care agenda may require engagement around 

social determinants of mental health to generate community 

buy-in. We recommend that community members, academics, 

and policymakers consider using the Delphi-based method 

described in this paper to inform the design and implementa-

tion of evidence-based policy initiatives. If carefully designed 

to account for community priorities and implemented in a 

partnered manner, such initiatives are likely to be more rel-

evant to communities’ needs and have a strong potential to 

positively affect the lives of a large number of individuals.
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