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Objective: This article explores the po-
tential of community intervention per-
spectives for increasing the relevance,
reach, and public health impact of men-
tal health services research.

Method: The authors reviewed commu-
nity intervention strategies, including
public health and community develop-
ment and empowerment interventions,
and contrast community intervention
with practice-based quality improvement
and policy research.

Results: A model was proposed to in-
tegrate health services and community
intervention research, building on the
evidence-based strength of quality im-

provement and participatory methods of

community intervention to produce com-

plementary functions, such as linking

community-based case finding and refer-

ral with practice-based quality improve-

ment, enhanced by community-based so-

cial support for treatment adherence.

Conclusions: The community interven-

tion approach is a major paradigm for af-

fecting public health or addressing health

disparities. Despite challenges in imple-

mentation and evaluation, it represents a

promising approach for extending the

reach of mental health services interven-

tions into diverse communities.

(Am J Psychiatry 2004; 161:955–963)

Psychiatric disorders are leading causes of morbidity in
the community, but most persons with such disorders do
not receive appropriate care (1–3). Addressing unmet
needs by increasing access and improving the quality of
services is a major goal of mental health services research.
Some progress toward this goal has been achieved
through the development of effective and cost-effective
service delivery interventions. These programs have had
limited public health impact because practices typically
do not sustain them after research trials and other prac-
tices may not adopt them even when they are proven
effective (4–6).

Current challenges for health services research are to
strengthen, sustain, and disseminate practice interven-
tions that improve the quality of care, promote access for
those with unmet need, and increase efficiency so that
care is affordable for all (7, 8). Traditional health services
research approaches, whether observational or experi-
mental, may be insufficient to meet these challenges.
Rosenheck (9) has argued that research interventions are
buffered from the demands that systems face in a more
open community environment, where program and treat-
ment choices are made according to the priorities of mul-
tiple stakeholders and in the context of changing owner-
ship and diverse policy influences. Furthermore, health
services research interventions and evaluations are com-
monly designed by experts and may not reflect the values
of administrators, providers, and consumers making pro-
gram decisions in community-based service settings.

The purpose of this article is to investigate the use of
community intervention strategies, which foster commu-
nity participation in the aim of improving public health,
and to enhance the scope and power of health services re-
search to reduce the burden of unmet mental health
needs. Despite a tradition of concern with community-
based services, the mental health field has not developed a
community intervention research agenda or explored how
those methods might enhance community reach and em-
beddedness or broaden the scope of outcomes for inter-
ventions involving psychiatric disorders (10, 11).

Background

To date, health services research has generated informa-
tion aimed at reducing unmet mental health need through
two main approaches. The first has been by evaluating
how policy initiatives or market trends affect access, qual-
ity, or outcomes of care. Policy initiatives and evaluations
typically have broad public scope. For the most part, eval-
uations of recent policy initiatives, such as parity bills, and
market trends, such as the rapid growth of managed care,
have not addressed outcomes of mental health care. Re-
sults concerning mental health care access or quality have
been either contradictory across studies or suggest limited
impact (12–16). High unmet need for appropriate care for
psychiatric disorders persists, even as the policy and mar-
ket environment changes dramatically (2, 3).

The second research approach has been in developing
and evaluating practice-based interventions designed to
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improve quality of care. Successful examples of effective
or cost-effective approaches include quality improvement
interventions based on the collaborative care model of
chronic disease management for depression in primary
care (17–19), assertive community treatment for adults
with severe mental disorders (20–22), and multisystem
therapy for children with severe conduct disorders (23).
Although such interventions are currently the subject of
dissemination efforts, most evidence-based quality im-
provement interventions have had limited public impact
because practices do not sustain them and they are not
adopted by other practices (6, 14). The reasons are multi-
faceted and often reflect forces both inside and outside the
health care system (24). For example, clinical practices
may not be the most efficient venue for reducing stigma, a
major barrier to care (7, 8). Addressing such concerns may
require empowering consumers through public education
and local community support.

Community intervention approaches have been used
successfully to promote community participation and en-
hance responsiveness to public health priorities (10, 11).
Health services interventions typically target consumers
or plan enrollees, providers, or health care administrators
or policy makers. Community interventions either 1) tar-
get communities (community targeted); 2) use commu-
nity resources and change strategies based in communi-
ties (community based); or 3) are oriented to the needs,
perspectives, and priorities of communities and empower
them to achieve their goals (community driven) (10). More
fundamentally, a community perspective offers a unique
philosophical orientation for improving health through
reaching the public or promoting participation, neither of
which is a strong feature of health services research.

Few mental health studies have used community inter-
vention strategies. Mental health preventive intervention
research, for example, is largely limited to extensions of
practice interventions to high-risk groups (25). Public
campaigns for mental disorders have had few rigorous
evaluations (26). Nevertheless, community interventions
have been widely used to address other major public
health problems and improve the management of chronic
disease. For example, public campaigns have been used to
reduce behavioral risk factors, increase early detection and
intervention, and promote adherence with recommended
treatments for heart disease, diabetes, and cancer (11, 26–
28), including for stigmatized conditions like HIV infection
(29, 30). Recent research initiatives by foundations and
federal agencies, including the Agency for Healthcare Re-
search and Quality (31), the National Center on Minority
Health and Health Disparities (32), and the Centers for Dis-
ease Control and Prevention (33), encourage community
participatory research, partly as a result of community de-
mand for relevant interventions (34).

Community Intervention Research

We define communities as social groups with a collec-
tive identity or shared attitudes and experiences, whether
social, cultural, political, occupational, or based on affilia-
tion through geography, institutions, or communication
channels. Two community intervention fields are relevant
to mental health services approaches: public health inter-
ventions and community development interventions.
These fields share principles and methods but differ from
health services research approaches in the locus of deci-
sion making for and in the intended outcomes of interven-
tions, as well as research process and evaluation methods
(34, 35).

Public Health Interventions

Public health interventions use a socio-ecological frame-
work in which the origins of the health problem are identi-
fied at multiple levels (individual, family, organization,
community, and public policy) (35). Interventions are im-
plemented within and across levels to reduce individual
and collective health risks (27, 36). For example, a diabetes
prevention intervention might include school-based edu-
cation, family cooking classes, enhanced nutritional label-
ing, access to fresh foods, policies to promote walking
paths, and community policing to promote safety. Inter-
ventions that operate across multiple levels of the socio-
ecological framework and link these levels may be more
effective and have greater reach into populations than sin-
gle-focus interventions (36, 37).

Theories are used to identify goals for interventions,
such as change in attitudes, skill, or knowledge to design
communication messages and delivery strategies (38).
They can facilitate tailoring interventions for the attitudes
or behaviors of different age, gender, or cultural groups
(26, 39, 40). Prominent behavior theories underlying many
research-based public health interventions include the
social cognitive theory (41), the theory of planned behav-
ior (or reasoned action) (42), the health belief model (43),
the transtheoretical model (44), and others (45). Interper-
sonal, organizational, and social change theories become
important to include when considering integrating inter-
ventions across the socio-ecological spectrum (45).

National and regional campaigns are public health in-
terventions that often combine media-based strategies
aimed at the public with activation of local resources (26,
38, 46). More intensive local strategies use individual
counseling sessions (47); home visitations (48, 49); tele-
phone, Internet, or print materials (50, 51); or group ses-
sions (52, 53). Not surprisingly, more intensive interven-
tions tend to have the strongest outcomes (11, 26, 37, 54,
55). To enhance reach and effectiveness, a social environ-
mental approach combining media, policy, and commu-
nity with intensive local intervention can help address the
public health mission of reaching at-risk individuals, pre-
venting others from entering the pool of at-risk individu-
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als, and shifting public expectations for health behavior
and health care (26, 56, 57).

Among local strategies, work-based interventions have
the advantage of permitting simultaneous change activi-
ties at organizational, environmental, and individual levels
(58–60). Interventions fielded in churches have also been
successful, for example, in improving historically low
mammography rates in African American women (61).
Faith-based interventions have used pastoral sermons,
health-related testimony, scripturally relevant printer ma-
terial focused on behavior change, peer health advisors,
and church volunteers. Nevertheless, locally contextual-
ized interventions can be difficult to sustain even when in-
frastructure is developed to support them (62). Developing
community resources and mobilizing broader community
and political support may facilitate sustainability, but
these goals require the integration of intervention ap-
proaches concerning public health, public policy, and
community development (63–65).

Evaluating public health interventions can be challeng-
ing (34, 66, 67). National campaigns are difficult to evalu-
ate because market saturation is key to effectiveness, and
comparison groups and randomization options may be
limited. Impacts are often measured through broad com-
munity indicators because resources are typically not
available to measure individual change (11, 38). It can be
difficult to account for extraneous influences such as me-
dia coverage independent of the campaign (38). Although
some work site and faith-based health promotion studies
used experimental designs, reviews suggest that methods
limitations often preclude firm conclusions regarding ef-
fectiveness (66). In some areas such as cardiovascular risk
reduction, there is more consistent evidence of effective-
ness but with different outcome indicators across studies
(37). National and local communication interventions, for
example, have been effective at raising the rates of mam-
mography screening while reducing disparities in screen-
ing rates (26). Evaluations of local intensive public health
interventions often use case study methods and triangula-
tion through mixed methods (66, 67).

Public health interventions for mental health condi-
tions remain largely undeveloped in the United States. Al-
though the National Institutes of Mental Health (NIMH)
Depression Awareness, Recognition, and Treatment Pro-
gram represented a 10-year national campaign, it was
never evaluated (68). The evaluation of National Depres-
sion Day relied on a process evaluation and impact on re-
ferral and use among participants (69). A review in the in-
ternational literature (70) suggested that in mental health
prevention and promotion programs, media interventions
can improve access to social services or change attitudes
but individual behavior change requires local face-to-face
intervention.

Community Development

Community development initiatives seek to increase
the capacity and resources of communities (71). The clas-
sic typology, formulated by Rothman and Tropman (72),
includes social planning by outside experts, locality devel-
opment or participatory development of goals and pro-
grams, and social action or advocacy. Strategies used in-
clude grassroots organizing, professional organizers,
coalitions, census development, problem solving, political
and legislative action, and nonviolent confrontation (72,
73). A more recent typology excludes social planning and
promotes the value of community building from people’s
strengths and assets, in addition to community organizing
methods (71).

Community empowerment is a community develop-
ment strategy that derives from the work of the Brazilian
educator Paulo Freire (74). This approach uses nontradi-
tional educational methods to enable individuals to under-
stand their goals independent of the prevailing social order
and to develop capacities to realize these goals (75). Appli-
cations to health focus on enhancing awareness of needs,
promoting effective problem solving, and developing ca-
pacities for implementing solutions in high-risk communi-
ties (75, 76). A related strategy is media advocacy, which
seeks to create leverage for broader policy change by influ-
encing public opinion (77). Because the goals and ap-
proaches used in participatory community interventions
cannot be fully specified in advance, evaluations rely on
action research methods and qualitative or mixed methods
(65–67). Some evaluations also use experimental strate-
gies, such as group-level randomized trials (78). Charles
and DeMaio (79) established a framework to judge the de-
gree of community participation. More recent reviews sug-
gest that greater community involvement may promote in-
tervention adoption and sustainability (11, 34, 80, 81).

In participatory research, skills are required in develop-
ing trust with community members and leaders and deal-
ing with differences in authority (73). Conflicts may arise
over priorities for sustaining interventions versus identify-
ing experimental effects and for outcomes such as neigh-
borhood safety versus health (76, 82). Community inter-
ventions shift the focus away from individuals and toward
the process of engagement and impacts on communities,
entailing a different measurement and assessment process.

Community research can require substantial develop-
mental time, and the evaluation phase may be of long du-
ration. The feasibility of achieving change in communities
may be affected by political and social factors. Hence,
community research requires long-term commitment to
particular communities (73, 82).

Strategies that can help mitigate these problems include
agreeing on goals and expectations at the outset, main-
taining a structured, equal partnership, using an inde-
pendent community organizer, sharing expertise and re-
sources across community organizations and researchers,
educating the community about research goals and pur-



958 Am J Psychiatry 161:6, June 2004

BRIDGING MENTAL HEALTH RESEARCH

http://ajp.psychiatryonline.org

poses, and developing financial support for community
programs (73, 75, 81, 82).

Even though community intervention research poses
unique challenges, many of the conceptual, practical, and
methods challenges are similar to those of practice-based
quality improvement research, in which exact goals are
not easily specified in advance and long-term commit-
ment is required, and to policy research, where random-
ization options and availability of suitable databases for
evaluation are limited (83–86). Furthermore, the concep-
tual and measurement frameworks underlying both policy
and quality improvement research are similar: both sug-
gest that health interventions should be embedded within
local contexts and address and involve multiple stake-
holders (34, 87). As in community intervention research,
evaluations of practice-based quality improvement inter-
ventions and public policies have revealed mixed results;
however, health services research has not retreated from
designing and evaluating quality improvement interven-
tions or evaluating policy (11, 88, 89). Furthermore, with
recent advances in methods, health services research has
yielded a new generation of policy and quality improve-
ment studies (90–92) that are interpretable and useful to
health care systems. For example, research on quality im-
provement interventions for depression in primary care
progressed from the development of effective models
within well-organized practices to effective models being
implemented by community-based practices under mini-
mal research supervision (4, 17, 18, 92).

Integrated Research Model

The Institute of Medicine recommends integrating prin-
ciples from quality improvement intervention and com-
munity participatory intervention through a community
health improvement process to achieve a broader change
in the health of communities (93). The community health
improvement process model is based on two stages of in-
tervention development and evaluation. The first stage
builds a community stakeholder coalition to monitor
community health indicators and identify community
health priorities. The second stage involves developing,
implementing, and evaluating the impact of health im-
provement strategies designed to address those high-
priority health concerns. The focus of this model is on
monitoring community health indicators and developing
feasible strategies within communities to improve the
health concerns of interest, according to local priorities.
The community health improvement process is iterative,
similar to continuous quality improvement processes for
health care improvement (87–89). A multisite demonstra-
tion based on this model showed health improvements for
some population subgroups in two of nine demonstration
communities (94, 95), but the full model has been neither
implemented nor evaluated (93). Furthermore, the testi-
mony of programs that had attempted the model sug-

gested that it was complex and often not feasible and that
communities may not necessarily choose evidence-based
solutions (93).

We propose an alternative approach, the evidence-
based community/partnership model, that is designed to
support health improvement goals through evidence-
based strategies while building community and practice
capacity to implement those strategies in a manner consis-
tent with community priorities, culture, and values. This
model relies on a partnership between communities, com-
munity advocates, health care practices, and researchers,
blending techniques of community participatory interven-
tion and evidence-based quality improvement programs.

The first step of our proposed evidence-based commu-
nity/partnership model relies on developing a negotiated
set of goals among local community stakeholders, prac-
tices, and researchers. This might range from having the
community voice its priorities regarding service improve-
ments to implementing evidence-based practice inter-
ventions with a public inner-city hospital. Among psychi-
atric disorders, examples well suited to an evidence-based
approach might include improving care for schizophre-
nia, depressive disorder, or attention deficit disorder.
However, psychiatric disorders and treatments may be
poorly understood by communities, especially as diagnos-
tic criteria and therapeutic interventions have been evolv-
ing. This suggests a need for capacity building through
empowerment education (73).

The second step focuses on matching community
needs, resources, and values with evidence-based practice
strategies to address unmet need and tailored to the com-
munity context. This may involve adapting practice inter-
ventions for local community practices and developing
complementary community interventions to extend the
reach of practice interventions into the community. It may
also include building capacity in the practices to increase
the engagement and retention of economically disadvan-
taged clients to benefit from evidence-based care or build-
ing the capacity of community agencies to access practice
interventions. The evidence-based community/partner-
ship model differs from the community health improve-
ment process model in specifically bridging to an evi-
dence-based intervention and focusing on health and
health care change strategies rather than a health-moni-
toring process (93).

A key feature of the evidence-based community/part-
nership model is using a participatory process to define
and enable complementary community intervention ac-
tivities that support the principles of the practice inter-
vention, as well as to adapt the practice intervention to re-
spond to the needs, priorities, and culture of the target
community. These activities involve identifying key func-
tions that could be performed within the community to
extend the reach and impact of the program. Examples of
functions are screening for depression through health
fairs or web-based programs in education centers; facili-
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tating referral to practices hosting evidence-based quality
improvement programs through lay health workers; or de-
veloping social programs, for example, through lay groups
in faith-based organizations or parent associations in
schools. Another community function might be reinforc-
ing therapeutic goals through social or material support,
such as providing resources for transportation to visits or
providing outlets for increased social activities that are
recommended by therapists.

Given a set of defined functions, a participatory process
can be used to define intervention roles and to specify
necessary personnel to provide those functions. Protocols
that document the roles and functions can be used to sup-
port community staff training and increase program re-
producibility and reliability.

During intervention development and implementation,
partnership members may adopt different roles at differ-
ent project stages; one indicator of a successful partner-
ship may be flexibility in shifting roles to support different
goals. For example, in adapting an existing evidence-based
practice strategy locally, the community serves as an im-
plementation partner. In contrast, when determining how
to build service capacity given a weak local health care in-
frastructure, the community serves the role of leader and
activist, aided by research knowledge and political sup-
port. Community, practice, and research teams serve com-
plementary roles in understanding local cultural norms
and in matching expectations and conflicts in the commu-
nity with proposed intervention activities (87). Further-
more, in initiating new program directions, the research
team may collaborate with the community leaders as ca-
pacity builders (71). But even this capacity-building role
for researchers could emerge from a participatory analysis
of options with the community partners. From the prac-
tice’s perspective, their role may be as a laboratory to test
the adoption of interventions (the practice in the role of re-
cipient/site of the intervention) (87), as a generator of solu-
tions for improving access (the practice as leader), or as a
consultant on what strategies work and under what condi-
tions they can be sustained (the practice as expert advisor).
Thus, role definitions of partners may vary as a function of
the goals, community resources, practice context, history
of interactions among stakeholders, funding constraints,
and other factors (34).

Community development approaches can potentially
encompass the range of partnership roles just outlined
(71). Overall, the evidence-based community/partnership
model uses community development and participatory
public health intervention principles to achieve a fit of
community need, experience, and priorities; practice ca-
pacities; and research evidence on how change can be
achieved and to estimate the likely consequences. In such
a collaboration, all partners have equal importance.

The evidence-based community/partnership model in-
corporates outcomes that span those of primary interest to
the community stakeholders, as well as those that reflect

outcomes adapted from successful effectiveness studies of
evidence-based practices. However, existing data sources
in the community are unlikely to include outcome mea-
sures used in prior effectiveness trials, posing challenges to
implementing outcomes evaluation. Attending to commu-
nity outcomes priorities may require a focus on factors such
as a reduction of violence in neighborhoods or use of after-
school programs. In this case, the research team would
work with the community to determine the evidence basis
for those outcomes in relationship to the designed pro-
gram or suggest modifications of the program to better in-
fluence those outcomes and develop appropriate mea-
sures of them within the community.

By way of illustration, an evidence-based community/
partnership initiative might focus on depression as a
problem of interest to researchers, a given community,
and local practices. The participatory community partner-
ship identifying this priority and developing the evidence-
based community partnership might include representa-
tives from a local housing project, a community-based ad-
vocacy group, a local faith-based organization serving the
poor, a representative of the mayor’s office, and local men-
tal health services and community researchers. A goal
might be set of introducing an existing evidence-based
practice quality improvement intervention, such as Part-
ners in Care (4), into a free clinic, by using a nurse care
manager and training local physicians, with a link to a lo-
cal mental health clinic. The planning group might decide
that broader community outreach of this program could
be achieved through monthly health fairs spanning diet,
exercise, and depression management and cosponsored by
a faith-based organization and a school. At the fair, free,
confidential screenings of families could be provided by
health workers. Broader community education might be
promoted through community meetings in schools or on a
local radio talk show. At the health fair, trained health work-
ers could follow up on those who screen positive with a
home visit or a telephone call and serve as a referral source
for the local public health clinic. To reduce the burden on
the clinic for this expanded caseload, the health workers
might offer to conduct home visits for existing patients. Re-
sources to meet community needs, such as housing or
transportation vouchers provided by the mayor’s office,
could be coordinated through a trained home-helper ser-
vice or a faith-based volunteer workforce. Central to all of
these activities, however, is the goal of increasing access to
appropriate (evidence-based) care and community sup-
port to reduce unmet need for such care. This kind of inter-
vention model would be difficult to either design or imple-
ment without extensive community-based partnership.

The evaluation would focus on the process of develop-
ment of the evidence-based community/partnership inter-
vention, including the development process’ effects on
those participating, the costs of running the program, and
the effects of the program itself on those screened and
served in terms of access to care, quality of care, and health
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outcomes. Other outcomes of interest might be identified
by the community. Depending on its scope, change in com-
munity awareness might be assessed through a community
telephone or household survey or through focus groups in
community settings. The project would initially require a
qualitative process evaluation and more a formal mixed
methods evaluation of the impact of implementation.

The evidence-based community/partnership model
differs from a fully participatory process, which could lead
to more sustained change but not necessarily to use of ev-
idence-informed strategies. It differs from a practice-
based quality improvement intervention in its focus on
developing community capacity and compatibility of the
intervention within local culture. It differs from the com-
munity health improvement process in focusing on qual-
ity improvement and evidence-based strategies rather
than on health monitoring. Achieving the negotiated goal-
setting process we propose may be challenging and sug-
gests a new role for mental health services researchers
within communities. The norms of “deliberative democ-
racy” proposed by Daniels (96) offer one approach for es-
tablishing a fair process of integrating community, prac-
tice, and research priorities.

Implementing such interventions safely would likely
require guidelines for ethical use of confidential infor-
mation outside the context of health care settings. While
the extent of social stigmatization of persons with mental
disorders may raise concerns about community-based
screening and other intervention activities, similar ap-
proaches have been used effectively for other stigmatized
conditions (8, 29, 30). Community participants, for exam-
ple, would have to be warned of real risks, such as embar-
rassment or job or insurance coverage losses, if a history of
depression is disclosed through activities occurring out-
side health care environments. Communication with
community organizations would have to be compliant
with Health Insurance Portability and Accountability Act
regulations and local standards of practice.

Discussion

Mental health services research interventions have fo-
cused on health policy initiatives or practice programs to
improve access to appropriate care in response to wide-
spread concerns about health care system factors contrib-
uting to a “quality chasm” (24). Community interventions
focus on behavioral change of the public or the develop-
ment of communities and social action targets based on
community priorities not necessarily involving health care
change. Health services research interventions are often
expert driven, while community interventions range from
expert driven to participatory. Across such approaches, the
environmental context for intervention is complex, and
multiple stakeholders are involved, leading to challenges
in intervention design, implementation, and evaluation

(9). The scope of implementation for applied studies can
limit evaluation options, but generally, health services in-
terventions have been evaluated through randomized or
quasi-experimental designs, while community interven-
tions are typically evaluated through case study and action
research models by using qualitative or mixed methods,
with a strong focus on the intervention process.

Despite differences in perspectives and methods, com-
munity and health services intervention approaches may
offer new opportunities to achieve goals of public health
reach and sustainability. The NIMH Working Group on Re-
search on Affective Disorders (97) recently suggested ex-
ploring such community intervention models as an alter-
native paradigm for increasing public reach or addressing
health disparities that have not been articulated (7, 8, 11,
12, 92). Evidence of broad societal impacts, such as re-
duced unemployment resulting from practice-based in-
terventions for depression, reinforce the potential benefits
to diverse communities of facilitating better access to ap-
propriate care (4, 92).

Exploring this new integration will require interdiscipli-
nary collaborations and training that span public health,
health services, community, and policy research; qualita-
tive, quantitative, and mixed methods; and investigator skill
in community participatory research and coalition building
as well as evidence-based practice interventions. Develop-
ment of this field may require academic departments and
schools to broaden their criteria for academic promotion,
for example, to include evidence of community health im-
provement and other positive impacts on communities as
promotion criteria and to more strongly value team contri-
butions as evidence of important scholarly activity.

In summary, we raise the question of whether commu-
nity interventions can potentiate the effect of practice-
based interventions while improving consumer centered-
ness and community relevance. While the field should ini-
tially focus on exploring the feasibility and potential im-
pact on community populations, in the long run, the field
should focus on whether such approaches achieve either
more enduring or far-reaching reductions in the individ-
ual and societal burden of mental illness for diverse com-
munities, in which burden is defined at least partly in
community terms.
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