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AbstrAct   The Collaborative RESearch Team to study psychosocial factors in bipolar 
disorder (CREST.BD) is a multidisciplinary network dedicated to advancing science and 
practice around psychosocial issues associated with bipolar disorder (BD), improving the 
care and wellness of  people living with bipolar disorder, and strengthening services and 
supports for these individuals. CREST.BD specializes in community-based participatory 
research, in which research is conducted as a partnership between researchers and 
community members. This article describes the evolution of  the CREST.BD network and 
CREST.BD’s commitment to community-based participatory research in bipolar disorder 
research. Examples of  CREST.BD projects using community-based participatory research 
to study stigma, quality of  life, psychosocial interventions, and creativity in bipolar 
disorder are highlighted, and opportunities and challenges of  engaging in community-
based participatory research in bipolar disorder specifically and the mental health field 
more broadly are discussed. This article demonstrates how CBPR can be used to enhance 
the relevance of  research practices and products through community engagement, 
and how community-based participatory research can enrich knowledge exchange and 
mobilization.
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introduction
Bipolar disorder (BD), a mood disorder affecting about half  a million Canadians, can be 
associated with profound impairments in health and quality of  life (QoL) and has significant 
associated healthcare costs. Yet with optimal support, care and empowerment, people with 
bipolar disorder can flourish, leading healthy, fulfilling lives, and making creative, innovative 
and important contributions to society (Suto, Murray et al., 2010; Murray, Suto et al., 2011).

Research into bipolar disorder has expanded rapidly over the past decade. Much of  this 



Building Engaged Scholarship in Canada   133

Volume 1/Issue 1/Spring 2015

research has been conducted from a biomedical perspective, 
examining the biological causes and consequences of  the 
condition, and pharmacological approaches to treatment. 
Notwithstanding the importance of  this work, living well 
with bipolar disorder requires more than pharmacology; 
psychosocial factors and interventions can have a powerful 
impact on how the condition manifests. Although research 
on psychosocial interventions for bipolar disorder is 
expanding rapidly (Geddes and Miklowitz, 2013), significant 
gaps remain in understanding the influence of  psychosocial 
factors that do not fit a traditional biomedical model (e.g., 
stigma, spirituality, and social support) on outcomes for 
people with bipolar disorder. 

Community-based participatory research (CBPR) is a 
partnership-based philosophy of  research that has been 

applied successfully to other health conditions to identify optimal ways of  translating research 
findings into real-world improvements in health and wellbeing. CBPR has been particularly 
successful in tackling complex issues affecting health and wellbeing that do not fit well within 
a biomedical model. The aim of  this article is to describe the evolution of  a unique Canada-
based network that specializes in the application of  CBPR in bipolar disorder research and 
knowledge exchange (KE). 

community-Based Participatory research
CBPR has been defined as research that is conducted as an equitable partnership among 
researchers, practitioners, and community members living with a particular health condition, 
disability or issue (Israel et al., 2010; Israel et al., 1998). It is characterized by substantial 
community engagement in all stages of  the research process, from formulating study goals 
and hypotheses, to planning the sampling, design, measures and analyses, to disseminating 
results. Community encompasses patients or “users” of  mental health services, people who 
are not receiving medical care but have 
lived experience of  the disorder, and 
people within the social support network 
of  the affected individual, including family 
members, caregivers, significant others, 
and healthcare providers. Preferred terms 
for those affected by bipolar disorder 
symptoms vary substantially (Hollander, 
2011, p.456; Shaw, 2012), but we use the 
terms “consumer,” “user,” and “people 
with lived experience” interchangeably 
here. Regardless of  terminology, the goal 

Graphic facilitation in action at a CREST.BD’s 
Community Engagement Event to develop a new 
online ehealth tool. (Photo: Nusha Balram)

Sophia Van Norden, co-chair of  the CREST.BD Community Advisory 
Group, 2013 Quality of  Life Summit (Photo: Nusha Balram)
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of  CBPR is to shape the research process to fit the perspectives of  community members 
so as to generate knowledge that contributes more directly to social change, rather than 
perpetuating the notion of  community members as passive objects of  research (Cargo & 
Mercer, 2008; Michalak et al., 2012; Wallerstein & Duran, 2006).  As a consequence of  the focus 
on community engagement and the rich array of  research questions raised by the diversity of  
participants, openness to adopting diverse methods is prized (Israel et al., 2005; Israel et al., 
1998). CBRP approaches may encompass the flexible use of  quantitative, qualitative, mixed-
method and arts-based approaches (Minkler, 2005). In turn, the use of  these diverse methods 
draws on the integration of  stakeholders’ diverse strengths and expertise, including researchers’ 
theoretical and methodological skills, practitioners’ practice knowledge and experience, and 
family members’ and consumers’ lived experience expertise (Cargo & Mercer, 2008). 

A key CBPR emphasis is on “the participation and influence of  non-academic researchers 
in the process of  creating knowledge,” including consumers, family members, and 
practitioners (Israel et al., 1998, p. 177). Some of  the enduring principles identified by CBPR 
pioneers include: 1) recognizing the community as a unit of  identity in the CBPR process; 2) 
building on the strengths and resources within the community; 3) facilitating collaborative 
partnerships in all phases of  the research; 4) integrating knowledge and action for mutual 
benefit of  all partners; 5) promoting a co-learning and empowering process that attends to 
social inequalities; 6) involving a cyclical and iterative process; 7) addressing health from both 
positive and ecological perspectives; and 8) disseminating findings and knowledge gained to 
all partners (Israel et al., 1998). Taken together, all eight principles underscore the importance 
of  community throughout CBPR projects.

the history of  crESt.Bd
The Collaborative RESearch Team to study psychosocial factors in bipolar disorder (CREST.
BD) was established in 2007 with an overarching mission of  advancing psychosocial research 
and knowledge exchange in bipolar disorder, with the aim of  improving health and quality of  
life for people living with bipolar disorder and strengthening services and supports for these 
individuals. A one-year team planning grant was secured from the British Columbian Michael 
Smith Foundation for Health Research. With seed funding in place, a team of  founding 
members was formed including multidisciplinary researchers with expertise in the psychosocial 
aspects of  bipolar disorder, healthcare providers, and people with lived experience of  bipolar 
disorder. Of  course, CREST.BD team members may hold more than one stakeholder/member 
role: e.g., person with lived experience/family member and academic researcher, practitioner 
and academic researcher, etc.; as such they may be part of  both CREST.BD and the bipolar 
community. Such a reality highlights that personal roles within groups and communities can 
be multiple and overlapping.

For the first several years, CREST.BD was without core infrastructure funding. Small grants, 
modest environmental support, and goodwill from team members enabled the team to host 
annual community engagement days and continuing education events for professionals, and to 
recruit trainees, peer-researchers and others to join its community consultation group. In 2009, 
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these efforts were rewarded when CREST.BD’s network grant application was ranked first in 
the Canadian Institutes of  Health Research (CIHR) ‘Knowledge to Action’ competition. The 
resulting $200,000 grant enabled the network to establish components necessary for growth, 
including hiring a knowledge exchange manager and establishing a community advisory 
group. In 2011, CREST.BD received close to $600,000 in funding from the inaugural CIHR 
Network Catalyst competition to establish a national network. The retention of  the knowledge 
exchange manager and the hiring of  a network manager played a critical role in supporting the 
development and implementation of  a strategic plan for the network.

CREST.BD aims to implement the key CBPR principles outlined above. Of  greatest 
importance, CREST.BD values CBPR across all research stages, from identifying research 
priorities to disseminating research insights into real-world practice. That said, the extent 
to which any one or a combination of  the eight principles can be implemented in research 
varies depending on the context, purpose and participants involved; the principles represent 
aspirational goals (Israel et al., 1998, p. 177-178).  Indeed, as has been acknowledged elsewhere 
(e.g., Cargo & Mercer, 2008), “many academic researchers and their partners struggle with 
how to operationalize participatory research principles, steps and guidelines.” 

Several principles have been offered to evaluate whether teams are successfully implementing 
CBPR (Cargo & Mercer, 2008). Given that there is considerable variability across teams in 
how CBPR is applied, we consider how some of  these dimensions have shaped CREST.BD.  

Cargo & Mercer (2008) identified a core set of  CBPR values, including translating 
knowledge into action (utilization), social and environmental justice, and self-determination. 
These values guide CREST.BD’s governance structures. These values also shape the way 
that CREST.BD’s research programs (in the target areas of  stigma, quality of  life (QoL), and 
psychosocial interventions) developed—each was nominated and then chosen as a priority 
through iterative community consultation and engagement activities. This strong engagement 
of  community members enhances the relevance and importance of  the research for individuals 
with experiences of  bipolar disorder and healthcare providers (Minkler, 2005; Plumb et al., 
2004).  In this way, CBPR produces scientific knowledge in ways that are most meaningful 
and relevant to those people most affected by the issue being studied.  All three research 
priorities contribute to social and environmental justice and self-determination for individuals 
who experience bipolar disorder and their families. 

A second core facet of  CBPR is engaging community members in the research process. To 
facilitate this, the Community Advisory Group for CREST.BD consists of  approximately 10 
members representing people living with bipolar disorder, BD healthcare providers, and partner 
organization representatives. This group provides feedback and guidance across CREST.
BD’s ongoing research and knowledge exchange activities. More specifically, the Community 
Advisory Group: 1) Acts as a resource to CREST.BD in terms of  planning, implementation, 
distribution and evaluation of  research studies and knowledge exchange; 2) Helps to generate 
solutions to barriers within the research and knowledge exchange initiatives; 3) Plays a key 
role in optimizing networking opportunities with the wider BD community; 4) Functions as 
a communications vehicle to the BD community on the work and plans of  CREST.BD; and 
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5) Problem-solves barriers and solutions within the team’s research and knowledge exchange 
initiatives (Michalak et al., 2012, p. 6). 

A third core facet of  CBPR is building capacity for community engagement through 
strategic partnership building. To further enhance the reach of  its community engagement, 
CREST.BD has established effective partnerships with approximately 17 diverse community and 
clinical organizations (e.g., Canadian Network for Mood and Anxiety Treatments (CANMAT), 
Mood Disorders Association of  Ontario (MDAO), and a 500+ person national community 
consultation group). The partnership with CANMAT, in particular, increased collaboration with 
senior clinicians, created a conduit for enhanced research partnerships, and allowed for use of  
CANMAT’s well-established expertise and credibility in knowledge exchange and continuing 
professional development activities for healthcare providers. The partnership with MDAO, the 
largest Canadian community mood disorder organization, supported collaborations with people 
living with bipolar disorder and their family members, via the organization’s 54 peer support 
groups and contact with 26,000 people affected by mood disorders annually. These partnerships 
provide access to cross-disciplinary, complementary expertise. 

A fourth principle of  CBPR is a thoughtful and equitable approach to defining how 
stakeholders participate. Rather than assume that all stakeholders provide equal contributions, 
the focus is on equitable engagement, reflecting thoughtful consideration of  appropriate, 
democratic and informed decisions.  As Cargo and Mercer (2008) observe, “How much and 
in what phases academic and non-academic partners should participate depends on where 
the interests, expertise, and energy of  the partners reside; what is negotiated; and the extent 
to which partnership and project governance structures have made provisions to support the 
agreed on participation level” (p. 332). CREST.BD has a rich history of  involving stakeholders 
as Community Advisory Group members, and in every step of  the research process and 
knowledge exchange, as we will describe below.

Examples of  community-Based Participatory research in crESt.Bd research 
The CREST.BD vision is “a world where people living with bipolar disorder enjoy optimized 
health and quality of  life and minimal stigma across their lifespan as a result of  tailored 
psychosocial and/or self-management interventions informed by effective psychosocial 
research and KE in BD.” The vision is supported by prioritizing research on stigma, quality of  
life, and psychosocial interventions through five strategic priorities: research and knowledge 
exchange excellence, community involvement, capacity building, international engagement 
and recognition, and sustainability. The following sections describe how CREST.BD applies 
CBPR in research on stigma, quality of  life, psychosocial interventions, and creativity and 
bipolar disorder.

Stigma
In response to feedback from the community, CREST.BD initiated a program of  research into 
stigma in bipolar disorder (Michalak et al., 2012). Stigma concerning mental illness is a serious 
concern for people with bipolar disorder and their caregivers (Hawke, Parikh & Michalak, 2013) 
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and leads some individuals to avoid or discontinue mental health treatment (e.g. Livingston & 
Boyd, 2010).  First, a community engagement day and a continuing professional development 
event focused on stigma and bipolar disorder were held. A qualitative research study using 
focus groups was embedded into the community engagement day to examine definitions, 
experiences and subjective impact of  stigma as well as to discuss possible stigma reduction 
interventions. People with lived experience of  bipolar disorder collaborated on the design, 
implementation and analysis of  both the community engagement day and the qualitative 
research project (for example, developing focus group questions and methods, conducting 
focus groups, analysing focus group data) and were co-authors of  the resulting peer-reviewed 
publication (Suto, Livingston, Hole et al., 2012).

Findings from the event, together with a literature review that highlighted the potential impact 
of  stigma among healthcare providers, were used to secure funding for a project to examine 
whether a purpose-built theatrical performance could help reduce stigma. Co-investigators 
on the grant included people from multiple fields of  expertise: lived experience, psychology, 
psychiatry, and social work. One of  the grant co-investigators (Victoria Maxwell), an actress 
and mental health educator with lived experience of  bipolar disorder, produced and performed 
a one-hour, one-woman theatrical performance entitled ‘That’s Just Crazy Talk’ in which the 
narrator described her personal and familial mental illness, her and her family’s experiences of  
mental health stigma, and attempts to come to terms with a complex illness. The CREST.BD 
community advisory group and network partners (for example, CANMAT, MDAO) supported 
the development, implementation and evaluation of  the performance. Findings revealed that the 
performance significantly reduced stigma among healthcare providers as measured quantitatively 
(Michalak et al., 2014), and among both people with bipolar disorder and healthcare providers as 
measured qualitatively (Michalak et al., 2014). A filmed version of  the performance was found 
to diminish negative attitudes in healthcare providers (Hawke et al., 2014). The live and filmed 
versions of  ‘That’s Just Crazy Talk’ have been disseminated widely, with its broad uptake echoing 
the commitment to multiple stakeholders as exemplified by the research team composition. In its 
live form, the performance has now been seen by over 7000 people in North America, including 
performances at major international medical conferences, post-secondary institutions and 
community organizations. The intervention is now fully integrated into on-going presentations 
by Victoria Maxwell. More than 500 copies of  the filmed version of  the performance are now in 
circulation, and it has been adopted into official curricula by post-secondary nursing programs 
(e.g. Queen’s University), professional bodies (e.g. National Society of  Genetic Counselors) and 
the Mental Health Commission of  Canada’s Opening Minds program—the largest systematic 
effort in Canadian history focused on reducing mental illness stigma.

Quality of Life 
With a strong influence from biomedically-focused disease models, mood symptoms have 
long been a primary outcome measure within bipolar disorder research (Zachar & Kendler, 
2007).  People with lived experience, however, may weight recovery and quality of  life (Jones, 
Mulligan, Higginson, Dunn & Morrison, 2012; Murray & Michalak, 2012; Maxwell & Michalak, 
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2011; Michalak et al, 2012; Tse et al, 2013) as more important than symptom relief. In bipolar 
disorder, symptoms account for just a proportion of  the variance in quality of  life outcomes.

In our second example of  CBPR, people with bipolar disorder were involved in all stages 
of  developing the first bipolar-specific quality of  life scale, with content that covers subjective 
meaning along with traditional domains of  functioning (Michalak & Murray, 2010).  The Quality 
of  Life in bipolar disorder (QoL.BD) scale has become the gold-standard for BD-specific quality 
of  life assessments, as illustrated by its translation into more than 19 languages, and use in over 
16 large-scale clinical studies. Implementation of  the scale in practice was aided substantially by 
diverse community-engagement methods. For example, people with lived experience of  bipolar 
disorder supported the design and delivery of  in-person training workshops and online training 
videos for healthcare providers, in-person and online (webinar) presentations, QoL-focused 
outputs for the CREST.BD research blog, and social media (Facebook, Twitter) outputs. As one 
concrete example, the CREST.BD network lead and Victoria Maxwell provided the keynote talk, 
a lived-experience perspective talk, and a workshop, at the 2015 Calgary Mood Day conference, 
which was geared for BD healthcare providers. Network lead Michalak first presented on results 
from CREST.BD’s program of  research into quality of  life, and on the philosophy of  CBPR in 
BD research and KE; Victoria Maxwell then provided readings on lived-experience perspectives 
of  quality of  life. Then they co-presented a workshop on pragmatic tools for integrating quality 
of  life assessments into routine clinical care, the content of  which was generated by prior CREST.
BD research into quality of  life conducted within a CBPR framework. 

To foster use of  the QoL.BD in healthcare and personal health management, CREST.BD 
developed a web-based version of  the QoL.BD – the QoL Tool. Funding for the project came 
in the form of  a CIHR “ehealth Catalyst” grant; as in all of  CREST.BD’s funding, people 
with bipolar disorder were named co-investigators, primary decision makers or knowledge 
users on the funding application. The QoL Tool itself  was developed hand-in-hand with the 
BD community. For example, for this project, a community engagement day was initially held 
in Vancouver to consult on the design features and appearance of  the QoL Tool. Graphic 
facilitation was incorporated into the day, the outputs of  which were used to support the 
development of  an online presentation narrated by a person with bipolar disorder. Team 
members also created social media outputs and a series of  research blogs. The resulting QoL 
Tool provides interactive results to chart quality of  life over time. Live and on-line training for 
clinicians was offered to facilitate the scale’s adoption among healthcare providers.

Psychosocial Interventions
Effective self-management strategies are important for empowering people with bipolar disorder 
and contribute to improved health outcomes and quality of  life (Murray et al, 2011). To foster 
better knowledge of  effective self-management strategies for bipolar disorder, CREST.BD 
drew on the expertise of  participants who employed effective self-management strategies and 
identified as “living well” with bipolar disorder (Suto, Murray, Hale, Amari, & Michalak, 2010). 
CREST.BD then collaborated with peer researchers to conduct an extensive (academic and grey) 
literature search, and then a large sample of  community members and healthcare practitioners 
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were asked to rate self-management strategies in 
a series of  online surveys (Michalak et al, 2013).

To maximize access to the findings regarding 
self-management, CREST.BD has developed an 
interactive website (the Bipolar Wellness Centre) 
that incorporates the online QoL Tool to provide 
users with evidence-based self-management 
strategies tailored to their personal quality of  life 
profile. Several approaches to optimal knowledge 
exchange through the Bipolar Wellness Centre 
are currently being evaluated. For example, in the Living Library option, people with bipolar 
disorder or healthcare providers borrow a trained peer and engage in short training sessions 
(via live and secure web technology) to learn to analyze QoL assessment results, use the Centre 
to examine QoL strengths and deficits, and apply targeted self-management strategies. Other 
implementation approaches include the production of  14 QoL-domain specific webinars 
(produced either by academic or lived experience network members), a travelling roadshow, in 
which a series of  workshops are delivered by both people with bipolar disorder and academic 
researchers, and the production of  6 videos that show concrete examples of  self-management in 
action in a person with lived experience of  bipolar disorder.
 
Creativity
Of  the various positive features of  bipolar disorder, creativity is perhaps the most frequently 
mentioned advantage, and CREST.BD has used CBPR to understand the elevated levels 
of  creativity observed among people with bipolar disorder. Funding from CIHR provided 
support for hosting a community engagement day attended by people with bipolar disorder 
working as musicians, artists, authors, or other creative professions. As part of  the day, focus 
groups explored participants’ perceptions of  the mechanisms linking bipolar disorder and 
creativity. Although the literature in this area has tended to focus on a small number of  
potential mechanisms, such as divergent thinking, energy, or ambition, the affected individuals 
suggested a much broader and more individualized range of  potential mechanisms, ranging 
from the ability to use rich life experiences as a base for novels, the use of  artistic pursuits for 
political or emotional expression, and the flexibility of  work schedules afforded to those with 
creative pursuits (Johnson et al, in Press). This community input helped shape new hypotheses 
for research on creativity, and highlighted the importance of  using the creative strengths of  
those with bipolar disorder for promoting treatment engagement and reducing stigma.

Strengths, challenges and opportunities of  community-Based Participatory research 
in Bipolar disorder
 
Strengths   
We believe that the four example projects described above demonstrate the value of  CBPR 

 Photo: Nusha Balram
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in BD research. In each project, the interpretation of  research outcomes was enriched by the 
integration of  different perspectives, as was dissemination (Cargo & Mercer, 2008). 
 From a process perspective, CBPR naturally facilitates KE because research is conducted 
within the community in which knowledge will be applied (McGrath, Lingley-Pottie, Emberly, 
Thurston & McLean, 2009). CBPR may also increase empathy in both directions, as healthcare 
providers learn to appreciate the challenges of  living with bipolar disorder, and community 
members see the healthcare providers in a broader context, appreciating the demands on them 
and the constraints of  the system within which they work. 

It is also important to note a strength of  CBPR that has emerged from research conducted 
at a wide range of  sites: a focus on understanding positive features of  bipolar disorder (Murray 
& Johnson, 2010; Seal, Mansell & Mannion, 2008). In surveys, those with lived experience 
value their heightened emotional sensitivity, alertness, productivity, social engagement, sexual 
enjoyment, creativity, spirituality, empathy, realism, and resilience as correlates of  the disorder 
(Galvez, Thommi & Ghaemi, 2011). In a study in which a researcher with lived experience of  
bipolar disorder conducted interviews and analyzed the data, findings highlighted the value 
of  bipolar disorder in amplifying certain cognitive abilities and promoting a sense of  human 
connectedness (Lobban, Taylor, Murray & Jones, 2012).

Challenges   
As with any approach to research, there are specific challenges in conducting CBPR, especially 
in the mental health domain. Much of  the discussion below, speaking to priorities, people and 
policies, has implications for informing decisions about what participation in CBPR might 
look like.

Priorities. Our experience has been that people with bipolar disorder and their family 
members place high value on promoting recovery and advocating for social change; researchers 
value the team’s research activities. Whilst the two goals are not mutually exclusive, they are 
not always fully integrated; CREST.BD’s primary funding remit is research and knowledge 
exchange, and at times strategic leadership has been required to ensure there is not undue 
drift away from this core mission. Having said, this, we have identified a number of  strategies 
effective for meeting diverse objectives and goals in our work. For example, we rarely hold 
a community engagement event that does not include a formal research component (for 
example, focus groups, qualitative interviews, quantitative surveys). Even informal community 
engagement activities (for example, structured online Tweetchats around an area of  interest in 
BD research and knowledge exchange) are viewed as an opportunity to obtain potential pilot 
‘data’ for future funding applications or as a mechanism to support the identification of  new 
avenues of  research. At the same time, we strive to create space in each event for participants 
with lived experience to network, advocate, tackle stigma, become more empowered and work 
towards personal recovery.

People. As in any group of  people, some individuals with lived experience are more willing 
and able to collaborate than others (Wallerstein & Duran, 2006). Notwithstanding the multiple 
roles of  CREST.BD members and partners in relation to bipolar disorder, we agreed it could be 
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prudent to focus efforts initially on developing deep relationships with a small number of  peer 
researchers. On the other hand, the most disadvantaged and difficult to engage members of  
the community may benefit the most from CBPR, and also have some of  the most important 
contributions to make. Thoughtful engagement strategies, appropriate training, and ongoing 
evaluation are being applied as the network develops and expands in order to address barriers 
to participation from more marginalized or hard-to-reach communities. 

Policies. CBPR can play a major role in policy changes, but this does not happen automatically. 
Research is most likely to influence policy if  the policy makers are brought into the dialog early 
to shape the types of  data that they will need, and then remain engaged throughout critical steps 
in the process. Although many researchers feel somewhat uncomfortable with the difficulties 
of  translating research into other realms, researchers who consider policy implications as a 
core part of  their role may be more effective over time in ensuring that their findings have 
meaning for the community. In other areas, CBPR has skillfully included politicians and policy 
makers in the research planning process (Wallerstein & Duran, 2006), which has not only 
allowed researchers to refine their data collection to address critical needs in public planning, 
but also allowed for rapid dissemination of  findings into the hands of  policy makers.
 
Opportunities
CBPR on the Web. Another potential area for growth in CBPR is through the use of  online 
communities that harness modern web technologies, such as those that permit users to 
contribute and debate online (see Brossard & Scheufele, 2013; Stellefson et al., 2013). Thus 
far, CREST.BD has had considerable success in employing web technologies to build social 
networks and visibility and thereby enhance our CBPR and knowledge exchange activities 
(McBride et al., in Press).  Modern web technologies that can enhance knowledge exchange 
and open new avenues of  research are part of  the emerging area of  e-health in mood 
disorders (Parikh & Huniewicz, 2015). For example, Twitter is a public messaging and social 
networking platform with massive following. A tool like Twitter could be used in CBPR to 
explore new research avenues (e.g., Peace & Myers, 2012). For a person living with a mental 
illness in a remote region, being part of  an online community of  like-minded individuals 
can be an empowering source of  support. Input from individuals with bipolar disorder who 
are unreachable by traditional research methods might reveal as yet unknown relationships 
between environmental and social variables and the incidence or presentation of  bipolar 
disorder. Moreover, ongoing real-time analyses of  social networks will be a rich way of  yielding 
new insights into the needs of  the BD community (see Gruzd & Haythornthwaite, 2013). In 
pursuing these agendas, the relationship between web technologies and CBPR should not be 
thought of  as a one-way street. To ensure maximal community involvement, CBPR should 
be used as a means of  supporting iterative user-centered design (Marriott et al., 2012) of  new 
internet-based tools for the BD community (Henderson et al., 2013).

Funding. Some funding agencies directly support CBPR; however, traditional funding 
structures impose a range of  challenges to achieving the CBPR ideal of  involving community 
members throughout all research phases. Research teams must fund the grant development 
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process, which may limit opportunities for involvement of  multiple stakeholders during 
hypothesis generation, discussion, and research design.  Funding agencies may also not build 
in flexibility in adapting to periods when peer researchers with lived experience are less able 
to contribute due to a period of  illness. In the early years of  CREST.BD’s evolution, small 
awards of  alternative funding (such as CIHR meeting and dissemination grants and funding 
from individual members’ own institutions) proved critical for supporting ongoing community 
engagement in the gaps between project-specific operating grants. The newly launched CIHR 
Foundation Scheme, designed to provide long-term programmatic support for innovative 
research, offers an exciting alternative funding mechanism that is ideally suited to CBPR. These 
changes to funding practices in the Canadian healthcare funding realm may offer significant 
opportunities for community-engaged scholars to successfully and authentically implement 
action orientated research in the future.

conclusions and Future directions
Increasingly CBPR is being used to address complex public health and mental health 
issues because of  its potential for bridging gaps between research and practice (Cargo & 
Mercer, 2008); nonetheless, it is a relatively nascent practice in BD research. Given the 
many strengths of  CBPR—including the inherent flexibility of  research methods used (e.g., 
quantitative, qualitative, mixed-methods), the engagement with and buy-in of  stakeholders 
that can enhance knowledge production around issues of  relevance to the community, and 
the positive implications for knowledge exchange and knowledge mobilization CREST.BD 
has found that that CBPR is a complementary and value-added approach to traditional 
research practices.

Although CBPR can challenge traditional research paradigms, it is clear that when 
research is connected to and conducted with the communities who have a stake in the 
issue under study, it will enhance the value of  research for those communities (Hacker, 
2013; Minkler 2005). Further, given the emphasis on action, CBPR can help address the 
gulf  that often occurs in mental health research between the knowledge that research 
produces and its application (Israel et al., 1998). It is important to underscore the increasing  
funding opportunities available to researchers engaged in CBPR both in Canada and 
internationally. While there remains criticism of  CBPR’s production of  localized knowledge 
for specific actions in a particular community, there is increasing validation from funders 
that CBPR produces worthwhile applied knowledge and produces action to address complex 
social issues. 

In conclusion, using examples of  CBPR in practice, this article demonstrates strengths, 
challenges and opportunities when employing CBPR in BD research. While there are 
challenges in conducting CBPR, engaging community stakeholders offers great opportunities 
for meaningful research. Finally, we echo the call of  Roche (2008) for a critical examination 
and attentiveness to the practices that shape CBPR as well as improved strategies for 
evaluating the impact and outcomes of  action resulting from CBPR.
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