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Abstract

Background: Severe weather events, exacerbated by climate change, can lead to hardships such as displacement, resource
scarcity, and socia network disruptions. Such disasters impact mental health, triggering conditions such as anxiety, depression,
and posttraumatic stress disorder. For communitiesin the Gulf South, the increasing frequency of disasters often further exacerbates
already disastrous levels of inequality. In this context, there is an urgent need for evidence-based, multilevel, community-based
interventions to support individual and community mental health and resilience.

Objective: This protocol describes the design of acommunity-based participatory research (CBPR) study to improve individual
and community mental health in Gulf South communities by examining the implementation and effects of the multilevel,
community-based intervention, Communities Organizing for Power through Empathy (COPE). Specifically, this study aims to
(1) examine factors affecting the implementation, effectiveness, and adoption of the COPE intervention and (2) test its effects
on mental health and community resilience. We hypothesize that participants in the COPE intervention will experience greater
reductionsin psychological distress (eg, perceived stress, anxiety, and depression); improvementsin protective factors (eg, socia
support and coping self-efficacy); and community participation as compared with an attention control group.

Methods: The Consolidated Framework for I mplementation Research guides our analysis of data collected from surveys, fidelity
and field notes, interviews, and focus groupsto examine aim 1. We examine aim 2 primarily viaa 2-arm pragmatic stepped-wedge
cluster randomized trial (SW-CRT) with individuals (approximately n=300) in clusters (faith-based and secular community-based
organi zations; approximately n=15) in a disaster-prone community in the US Gulf Coast. The cluster-based design implemented
in steps supports the community-based nature of the study where timelines differ by organization. A total of 5 self-assessments
will be conducted both in person and via email at later time points. We will integrate mixed methods in our analyses for aim 1
by combining themes from interviews and focus groups with implementation measures, and for aim 2 by constructing a data
matrix to combine findings from the SW-CRT with thematic analyses of field notes and interviews.

Results: The SW-CRT is being conducted from June 2022 to June 2025. Recruitment began in April 2023, to conclude in spring
2025, to assess mental health, social support, and community resilience at 5 time points. Data analysis and dissemination of results
are expected by spring of 2026.

Conclusions: This protocol is among the first to use a CBPR approach to examine the implementation and effectiveness of a
multilevel intervention on psychological distress and resilience. This study provides new insights into how CBPR can enhance
intervention implementation research and expand the evidence on community-based mental health interventions during disasters.
Policy makers should consider integrating CBPR approaches into disaster response frameworks to ensure culturally relevant and
sustainable outcomes.
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Introduction

Background

Exposure to severe weather events can have far reaching
consequences as affected individual s and communities confront
hardshi ps such as displacement, property damage, and resource
scarcity [1]. These catastrophic events also often disrupt social
networks and community structures, further complicating
recovery [2,3]. Climate change, linked to greater frequency of
these severe weather events and environmental disasters, such
as hurricanes and tropical storms, has increased the threat to
communities acrossthe globe[4]. For many communities, these
events exacerbate already precarious living situations and
accompanying highlevels of psychological distress[5-7], often
persistent across generations, as evidenced by higher levels of
posttraumatic stress symptoms (PTSS) found among children
[8]. In addition, individuals and communities have become so
disconnected that the US surgeon genera advisory in 2023
stated that the country was facing an “epidemic” of social
isolation [9]. In this context of increasing risk, thereisan urgent
need for evidence-based multilevel interventions that support
individual and community mental health. Thisprotocol describes
a study that aims to add to that evidence base, detailing a
community-based participatory research (CBPR) approach to
examining the implementation and effectiveness of the
multilevel, community-based intervention, Communities
Organizing for Power through Empathy (COPE) [10].

Designed to address the compounded psychological stresses
that communities face during crises, COPE expands resources
available to support communities during crises and disasters by
integrating interventive and community-building components
with training on providing support using elements of
psychological first aid (PFA) and mental health first aid (MHFA)
[11-13]. The COPE intervention is particularly important for
the Gulf Coast region, where the enduring legacies of davery
and systemic racism have contributed to disastrous levels of
inequality [14] and theimpacts of climate change and frequency
of disasters further exacerbate disparities [15,16]. CBPR is a
collaborative approach to research that establishes structuresto
meaningfully engage affected communitiesin partnership with
researchers in all aspects of the process [17-20]. The CBPR
project that developed the COPE intervention is now in the
implementation phase and aimsto address this heightened need
for mental health support in a context of limited access to
services. Adapted from an intervention that has shown sustained
reductions in PTSS for participant survivors of hurricanes
Harvey and Maria [21], the COPE intervention uses group
process, psychoeducation, and dynamic activities to strengthen
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individual and collective coping strategies, aswell asindividual
and community relationships.

Mental Health and Disasters

The mental health impact of environmental disasters is both
profound and multifaceted [22,23]. Traumaand | oss associated
with disaster exposure can trigger a range of conditions,
including anxiety, depression, and posttraumatic stress disorder
(PTSD) [5,6]. Ratesas high as 59% for clinical depression have
been found among survivors after severeflooding in China, and
as 70.5% for PTSD among survivors after Hurricane Sandy in
New York [5]. Furthermore, the psychological effects
experienced from a disaster can persist, seen in higher rates of
mental health disorders observed years following the disaster
[24]. A study conducted 3 years after Hurricane Katrina
devastated the Gulf Coast and the city of New Orleans in the
United States found that 33% of survivors reported probable
PTSD symptoms[25]. Another conducted 12 years after Katrina
found that 1 in 6 low-income survivors still reported symptoms
of PTSD, and therates of psychological distressremained higher
than before the hurricane [26].

The adverse effects of a disaster are shown to be further
exacerbated when individuals and communities already face
deficits or inequalities in resources or supportive services, and
particularly when those inequities have spanned generations
[14,27-30]. Low-income families, older adults, people with
disability, immigrants, children, those who are imprisoned
[31,32], and women [33] are disproportionately impacted, often
due to limited resources and infrastructure with which to
effectively prepare for, respond to, and recover from disasters
[28,34]. Limited financial or social resources, coupled with
reduced access to basic health and mental health services, can
impede capacity to rebound from such events [35]. This can
lead to enduring psychological distress, deepening
socioeconomic disparities, and a prolonged disruption of
community cohesion and recovery [31,34,36].

The development of the COPE intervention and this study were
motivated by our awareness that many of the factors associated
with increased risk of experiencing adverse psychological
outcomes after a disaster, such as prior trauma [37], limited
income [27], and low levels of social and community support
[38], are omnipresent in our community and the Gulf South. In
addition, uncertainty and chronic stress associated with disaster
exposure, frequent in the region, have been shown to exacerbate
existing mental health conditions [39,40]. Studies have shown,
however, that protective factors, including individual adaptive
coping strategies [41-43], self-efficacy [44-46], and spirituality
[47-50] interpersonal social support and relationships, and
community or neighborhood cohesion [33,51], can reduce the
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likelihood of experiencing adverse mental health outcomes after
a disaster. This study aims to examine whether the COPE
multilevel intervention, designed to enhance individual
protective factors (eg, adaptive coping), and delivered in a
format designed to strengthen social capita (ie, interpersonal
and community protective factors such as social support,
relationships, and community cohesion), could improve
individual mental health outcomes in communities with
persistent high levels of inequity and disaster-related stress.

Disaster-Related Mental Health Support I nterventions

Mental health support services are important in al phases of a
disaster (preparedness, response, and recovery) to help
individuals and communities cope with trauma, prevent
long-term psychological consequences, and support healthy
recovery. In the preparedness phase, disaster mental health
programs are designed to psychologically prepare individuals
and communities for potentially traumatic events. Education
and training interventionsin this phase enhance the community’s
capacity to respond to mental health needs if a disaster occurs
[52].

One widely disseminated preparedness training, PFA, is
designed to increase the capacity of non—mental health
specialists to provide basic safety and stability to survivors
during the response phase[11,53]. Core elements of PFA include
addressing basic needs, mitigating harm, providing reassurance
and safety, and connecting survivors to supports and services
[11,54]. A similar training intervention, MHFA, is designed to
equip nonspecialists with the knowledge and skills to identify
and respond to individual s experiencing psychological distress
[55]. Specifically, MHFA focuses on identifying signs of mental
illness and substance abuse, providing basic psychological
support, and connecting distressed individuals to professional
support services [55]. Both PFA and MHFA primarily use
didactic lectures and instruction focused on disseminating
information instead of delivery methodsthat engage participants
in group processing, interactive learning through hands-on
activities, and reflection. Although MHFA and PFA have been
shown to increase participant knowledge on providing mental
health support to disaster survivors, research on how the
knowledge and skills gained is deployed during disasters is
limited [13,54].

During the disaster response phase, mental health servicesfocus
on the immediate needs of survivors [34,56]. Disaster mental
health response efforts generally involve identifying and triaging
individualsto crisis counseling services or providing immediate
stabilization to distressed survivors [56]. However, crisis
counseling varies widely in approach and method, making it
difficult to standardize care and measure outcomes [56].
Psychological debriefing (PD), a brief intervention delivered
by a mental health professional as a single individual or group
session within 72 hours of atraumatic event, includes discussing,
validating, and normalizing survivors' trauma response [56].
There is mixed evidence on the effectiveness of PD: some
studies suggest debriefing can reduce PTSS [57] and others
have indicated PD may cause further distress[58].

Therecovery phase focuses on the long-term mental health and
well-being of survivors. It aso contributes to preparedness and
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mitigation. Formal mental health treatment is one category of
intervention provided to support survivors exhibiting clinical
manifestations of distress [59]. Cognitive behavioral therapy,
narrative exposure therapy, and other forms of psychotherapy
have al been found to reduceclinical rates of PTSD, depression,
and anxiety in disaster survivors [60,61]. Other mental health
supports provided during the recovery phase include
community-based wellness and resilience-building psychosocial
interventions, generally designed for specific groups (eg,
teachers, social service, or health care providers). One brief
intervention, Caregivers Journey of Hope (CJoH), is designed
to increase coping and reduce stress among disaster-affected
social service providers[62]. It has been found to significantly
reduce perceived stress and improve social support and
knowledge of community resources[62]. Another intervention,
Resilience and Coping for the Healthcare Community (RCHC),
incorporates  psychoeducation, action learning, and
solution-focused strategiesto reduce distress and increase social
and peer support among health care providers [21,62,63]. A
study assessing the effects of the RCHC among health care
employees after hurricanes Harvey and Mariain 2017 found a
significant likelihood of experiencing reductions in PTSS,
anxiety, and secondary traumatic stress at the P<.01, P<.05,
and P<.05 levels, respectively, at week 12 for those who
received the RCHC as compared with a control condition [21].
Targeting both the recovery and preparedness phases, the COPE
intervention being examined with this protocol adapted the
RCHC for delivery to laypersons, incorporating illustrated
materials to deepen conceptual understanding and foster
dialogue across diverse literacy levels, content on historical
trauma to acknowledge systemic factors, and sessions on
supporting people in distress and identifying neighborhood
resources to improve community response capacity [10].

Research examining the efficacy of disaster mental health
interventions has primarily focused on the effectiveness of
interventions designed to treat clinical diagnosessuch asPTSD,
anxiety, and depression [34,64], or on trainings that prepare
individuals to provide basic psychological support [34,65].
Emerging evidence suggests community-based interventions,
such asthe CJoH and RCHC, improve individual mental health
after the disaster [21,62]; however, more research is needed on
their applicability across contexts and with diverse populations,
as well as on how they affect individual mental health and
community resilience [34,52]. In addition, as highlighted by
Gil-Rivas and Kilmer [18], scholars have recommended “a
CBPR approach to disaster preparedness and response that
involves community-level organizing” as an effective strategy
to strengthen community resilience in a culturally relevant and
contextually appropriate fashion [66-68]. Better understanding
the effectiveness and implementation of multilevel interventions
designed for broad audiences that address mental health and
well-being at the individual, interpersonal, and community
levelsis key to improving access during recovery [69].

Rationale for the Study

The compounding psychological effects of successive disasters
on the Louisiana Gulf Coast, including 5 named stormsin the
2020 hurricane season followed by the catastrophic Hurricane
Idain 2021, in the context of the long-term stress of the global
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COVID-19 pandemic, brought to the foreground the need to
consider mental health asacomponent of community resilience.
Community resilience refers to a community’s capacity to
prepare for, respond to, and recover from crises and disasters
[70]. Important aspects of community resilience include strong
community networks, local knowledge and response capabilities,
and access to physical and mental health care [70].

Often, and particularly inthe Gulf Coast region, it is neighbors
and local community members who are the first to respond to
adisaster [71]. This role that neighbors and local community
members play in disaster response underscores the need for
multilevel interventions to increase individual and community
capacity to prepare for and cope in the aftermath of disasters.
It also underscores the value of engaging community members
in a CBPR approach to adapting and implementing those
interventions. In response, the COPE curriculum [10] was
developed via a CBPR project undertaken by the community
organization Together Baton Rouge (TBR) and academic
researchers. TBR is a 501(c)3 nonprofit and a broad-based
organization [72,73], meaning that it is comprised of, and
financialy sustained by, other faith-based and secular
organizations (community-based organizations [CBOg]) in the
community that pay membership duesto support itswork. This
partnership structure thus provides a unique opportunity to test
adistinct implementation design by delivering COPE at avariety
of CBOs that are interconnected as members of the single
committed partner organization, TBR.

This study responds to 2 primary questions about the COPE
intervention model: (1) How do contextual factors affect
intervention implementation? and (2) How does COPE affect
individual, interpersonal, and community level well-being? We
examined these questions using a pragmatic, stepped-wedge
cluster randomized trial (SW-CRT) design with rolling
enrollment. This design permits study of intervention effectsin
acontext whereindividual randomization was not feasible given
the group-based intervention and its delivery to individuas
associated with the cluster (community institution) where they

Scott et al

participate. In addition, the stepped roll out better supported the
community-based nature of the study in which all clusterswere
not ready to deliver at the same time, and all expected to
participate in the intervention.

Aims and Hypotheses

In this paper, we describe the design of our mixed methods
study that includes a pragmatic 2-arm SW-CRT [74] that
examines the effectiveness and implementation of COPE, a
group psychoeducational intervention designed to support
individual and community mental health. The SW-CRT research
design randomly assigns clusters (eg, communities and
organizations) to transition from control to intervention in
phases, until each eventually receivestheintervention[74]. This
research design supports phased community engagement and
recruitment by sequentially introducing interventions, helping
to reduce staff and organization burden. The aims of this
SW-CRT are 2-fold. First, we aim to examine contextual factors,
such as organi zation type and timing of delivery, to understand
how they affect implementation, efficacy, and adoption of the
COPE intervention. We hypothesize that cluster-level
factors—such as organizational support, participant engagement,
and facilitator training—and individual-level factors—such as
age and education level—will influence feasibility,
implementation, and acceptability of the COPE intervention.
In addition, we hypothesize that the interrelationship between
clustersas part of alarger organization will improve recruitment
both at the cluster and individual level. Second, we aim to test
the effectiveness of the COPE intervention [10], compared with
an attention control arm (house mestings), in reducing mental
health distress and strengthening coping, social support, and
community engagement across 5 time points (Figure 1). We
hypothesize that individuals who participate in the COPE
intervention will report greater reductions in psychological
distress symptoms (perceived stress, depression, and anxiety)
than the attention control group, alongside significant increases
in protective factors (coping self-efficacy, socia support, and
community resilience).

Figure 1. Timeline for Communities Organizing for Power through Empathy (COPE) stepped-wedge cluster randomized trial design and assessment.
C1-3: COPE sessions 1-3; H1-2: house meetings 1-2; T1: baseline measurement period; T2-5: time points 2-5. * Steps 4 and 5 follow the same sequence

as steps 1-3.
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Methods

Overview and Study Design

This study uses a pragmatic mixed methods approach to
examining the effectiveness and practical relevance of COPE
in a real-world context [75]. We will collect and examine
qualitative data to address aim 1, capturing contextual
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information about cluster-level and individual-level factorsthat
influence the feasibility, implementation, and acceptability of
COPE. We will approach am 2, the test of intervention
effectiveness, using a SW-CRT with arolling enrollment design.
As a pragmatic 2-arm SW-CRT, the study has two conditions
or ams. (1) the intervention arm, in which clusters of
participants begin by engaging in the COPE intervention, and
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(2) the attention control arm, in which clusters of participants
begin by attending “house meetings” (listening sessions) before
switching to the COPE intervention. A cluster is defined as a
single CBO (or in arare case, apair of related CBOs). Clusters
are eligible to participate if they are CBO members of TBR.
Steps are clusters grouped by availahility (ie, feasible start date
as provided by CBO leadership). At theinitiation of a step and
before participant enrollment, clusters are randomized into study
arms.

As a SW-CRT, every cluster will provide before and after
observations, and will switch from control to intervention, but
not at the same point in time (Figure 1) [74]. At study outset,
clusters are assigned by the first author to 1 of 5 sequential
steps: 2 instep 1, 4 in steps 2 and 3, and 6 in steps 4 and 5
(Figure 1). At theinitiation of astep, clusterswill be randomized
by the first author into the intervention and control arms using
a random number generator. Allocation into intervention or
control arms will not be concealed at either the cluster or
individual level, nor will clusters or participants be blinded, as
doing so is not feasible given the group-based nature of the
intervention and community-based nature of the study
implementation. We will include controls to account for
temporal and enrollment differences. Presurvey data collection
will occur immediately beforethe start of theintervention within
each cluster. After the third data collection time point, the
clusters in the attention control arm will switch to receive the
COPE intervention (see Figure 1 for the design timeline).

To accomplish aim 1, we are using the Consolidated Framework
for Implementation Research [ 76] to examinefactorsthat affect
intervention implementation and program efficacy, as well as
standardized measures of perceptions of feasibility,
acceptability, and cultural appropriateness. We will conduct
guantitative assessments, interviews, and focus groups with
community facilitators (CFs), ingtitutional leaders, and
participants (see MultimediaAppendix 1 for facilitator interview
guide). In addition, to align with our CBPR approach, our
research team includes agroup of community memberswerefer
to as the “CBPR strategy team” who guided the adaptation
process that developed COPE and will guide the study design,
implementation, and analysis of findings. For example, we
presented them with options for measures of mental health and
discussed the overall survey design. The team chose measures
and approved the final survey instrument. We also worked with
the team to discuss options for implementation of the COPE
sessions and recruitment. As we analyze data, we will review
findings and papers devel oped with the team, along with other
community members. In our analyses for aim 1, we will
integrate the methods by combining themes from interviews
and focus groups with analyses of implementation measures.

To accomplish aim 2, we are collecting cohort data from
participants in clusters in both arms assessed along measures
of mental health, coping, social support, and community
resilience at 5 time points (see Figure 1 for study design and
data collection time points). Participants will complete
assessments at each time point before content delivery using
Quialtrics survey software loaded on a tablet. In cases where
participants are unable to use a tablet (eg, discomfort with
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technology or visual impairment), they will complete the
assessment on paper and research staff will enter the data into
the software. Participants will be given a US $10 gift card at
the completion of each questionnaire.

Ethical Consider ations

The current SW-CRT is approved by the institutional review
board of Louisiana State University (IRBAM-21-1391) and
funded by the Gulf Research Program of the National Academies
of Sciences, Engineering and Medicine. All enrollees will
provide informed consent. The trial has been registered on
ClinicalTrials.gov (NCT06093737) and is following the
SW-CRT extension for the CONSORT-SPI (Consolidated
Standards of Reporting Trials-Social and Psychological
Intervention) guidelinesfor reporting (see Figure 2 for the flow
diagram) [77-79].

Research staff and coinvestigatorswill undergo human subjects
training by completing the Collaborative Institute Training
Initiative social and behavioral health training module.
Individual data are confidential; however, as a community
group-based intervention, cluster- and individua-level
participation itself is not. To account for differential exposure
times between clusters inherent to a SW-CRT design, we will
clearly communicate timelines to manage expectations and
provide adequate referrals to mental health resources.

To ensure data confidentiality, participants' responses will be
self-reported, and a unique identifier will be assigned to link
surveys from the same participant across time. With regard to
the qualitative data, at the start of each session of the COPE
intervention, participantswill discuss confidentiality guidelines,
emphasizing respect for privacy to minimize risks of
unintentional disclosures. Similarly, at the start of each focus
group and interview, confidentiality will be discussed as part
of the informed consent process. After transcription of
qualitative data, names will be replaced with pseudonyms.

Only the researchers listed on the institutional review board
approval will explain, collect, and manage informed consent.
Beforeinitial datacollection, researcherswill explain the study’s
purpose, procedures, potential risks, benefits, and right to refuse,
as well as the limits of confidentiality, using a plain language
script devel oped by the authors with feedback from the strategy
team. In addition, we will allow time for question and answer
to ensure participants understand the information before
consenting. Researchers will collect signed consent forms that
are stored in a locked filing cabinet separate from the data. A
reminder of their rights as research participantswill be provided
before each subsequent assessment, even though signatures are
only collected at the initial assessment. Enrollees of both trial
arms will be compensated for participation with aUS $10 gift
card provided for each survey, to a potential total of US $50,
and food provided at each in-person or data collection session.
CFswill aso sign their informed consent to participate in their
initial training, be compensated for their time in training and
facilitation at a rate of US $600 per series plus US $400 for
training (1-time payment, approximately US $50 per hour), and
be provided all materials required for facilitation.
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Figure 2. Communities Organizing for Power through Empathy (COPE) stepped-wedge cluster randomized trial enrollment flow diagram.
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Sampling Strategies and Sample Size

Multilevel mixed methods, with convenience, purposive, and
probability sampling techniques at different levels of analysis,
in this case clusters and individuals, will be used as different
strategies are required for each aim. Convenience sampling will
beappliedintheinitial phases of the study during the adaptation
process to pilot-test the COPE intervention's components with
accessible participants from across the clusters to ensure broad
acceptability and commitment to participation in the SW-CRT.
For aim 1, maximum variation sampling will be used to gain
perspectives from a heterogenous pool of participants and
facilitators [80]. This will include purposive sampling of
participants from different institutions to gain a diverse set of
perspectives on barriers or facilitators that impact
implementation of COPE.

https://www.researchprotocol s.org/2025/1/e63723
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For the SW-CRT component of aim 2, we did a power analysis
to estimate the required sample size for atarget power of 80%.
We assumed a standardized moderate effect size of 0.3, 5time
points, a conservative intraclass correlation coefficient (ICC)
of 10% (10% site-level and 90% person-level variation), and a
within-person correlation of 0.3. The power analysis results
indicated that 300 participants at 15 sites with 20 participants
per site achieves the target power. We also did sensitivity
analysesvarying the effect size, ICC, within-person correlation,
and number of sites, and with very conservative estimates the
target power can be achieved.

After clusters are randomized into groups, participants will be
recruited by CFs and project staff using convenience sampling
techniques. As one cluster includes a large Spanish-speaking
population among its membership, COPE will be delivered to
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participantsin that cluster in Spanish by native Spanish-speaking
bilingual facilitators and participantswill be provided materials
in Spanish.

Study Setting, Participants, and Eligibility Setting
Louisiana, overall, is estimated to be affected with higher rates
of mental health conditions than the national population. As of

February 2021, about 715,000 adultsin L ouisiana had amental
health condition [81]. Nearly half (47.5%) had reported

Textbox 1. Eligibility criteria.
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symptoms of anxiety or depression and, that same year, 720
liveswerelost to suicide[81]. Despite this need, approximately
3.4 million people in Louisiana lived in a community without
sufficient mental health providers [81]. In 2022, about 16% of
adults in East Baton Rouge Parish reported experiencing
frequent mental health distress [82].

The trial is being conducted at TBR and the cluster CBO
locations. The inclusion and exclusion criteria for trial
participants are listed in Textbox 1.

Inclusion criteria

e Currently aged =18 years

«  Willing to participate in the intervention

Exclusion criteria
« Not aged =18 years
« Not staff, members, or affiliates of a CBO affiliated with TBR

o Unwilling to participate in the intervention

«  Staff, members, or affiliates of a community-based organization (CBO) affiliated with Together Baton Rouge (TBR)

Recruitment and Enrollment

CBO clusters are members of TBR selected to account for
geographic and socioeconomic diversity. Clusters are enrolled
by program staff who work with the CBO |eadership to identify
qualified CFs and enroll eligible participants. Engagement
efforts emphasize building relationships with trusted local
leaders and inclusive outreach that uses culturally relevant
material s and ensures transparency. CFsdeliver theintervention
and recruit participants. Licensed mental health professionals
(eg, licensed master or clinica social worker, licensed
professional counselor, or licensed marriage and family
therapist) or individualswith experiencein group or community
facilitation, who are affiliated with a TBR institution, and who
are willing to commit to the training and delivery of all
components of theintervention are eligibleto bea CF. To every
extent possible, CFsare membersor strongly affiliated with the
cluster where they are delivering the COPE intervention. In
some cases, however, trained CFs may facilitate for a cluster
with which they are not strongly affiliated.

Potentially eligible participantswill be recruited by the CFsand
leaders at each participating cluster CBO. This will be
accomplished by acombination of posting fliers, announcements
at critical meetings, word of mouth, phone, and social media,
asappropriate to each cluster. Enrolled participantswill bethose
who signed the informed consent and completed the baseline
(T1) assessment.

Intervention Arm: COPE

COPE isa 3-session group psychoeducational workshop series
we developed that combines psychoeducation and peer support
strategies to effect individual, interpersonal, community, and
ultimately, societal change. The primary COPE session (C1) is
adapted from the RCHC [63] curriculum developed by the
second author (TP) and colleagues to provide psychosocial

https://www.researchprotocol s.org/2025/1/e63723

support to professional caregivers, specifically health care and
social service providers. During the COPE adaptation, we
engaged a team of menta health professionals from diverse
backgrounds (in terms of race and ethnicity, gender, national
origin, age, and primary language) in a collaborative processto
tailor the RCHC to fit the unique needs of Gulf Coast
communities at risk of or having survived disasters. Key
elements of the adaptation includeillustrated materialsto engage
varied literacy levels and language backgrounds, addition of
content on historical and systemic trauma, and incorporation of
activities on how to support individuals in distress and build
community support.

Asillustrated in the COPE conceptual model in Figure 3, the 3
sessions are designed to increase well-being at the individual
(coping capacity), interpersonal (socia support), and community
(engagement) level and decrease adverseindividual-level mental
health outcomes (perceived stress, anxiety, and depression).
Designed to normalize common reactions to stress after
traumatic events, the psychoeducational component includes
information on stressreactions and their biophysical components
(eg, neurological trauma response), reactions common to
caregivers, and adaptive coping strategies. The curriculum is
grounded in active learning principles, engaging participantsin
Socratic dialogues about concepts and practical activities. In
addition, COPE delivery integrates agroup practice model that
allows for within-group dialogue, social learning, and
cooperation to support group reinforcement of positive change
[83]. Through group process incorporated with the discussion
of psychoeducational components, COPE helps to reduce
isolation by cresating an environment in which participants share
their experiences and support each other, thus strengthening
relationships and social networks.

As shown in Figure 4, the COPE series consists of the primary
session 1 (C1, 4 h), focused on recognizing stress in oneself
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and devel oping healthy coping strategies while simultaneously
building relationshipsto increase social and community support,
and 2 additional follow-up sessions (C2 and C3, 90 min each).
Each workshop session engages participantsin group exercises
that provide information in stress and trauma, skillstraining on
recognizing and supporting individuals exhibiting distress,
identifying and developing healthy coping strategies, and
identifying and building community-based support.

The second session (C2) focuses on supporting individuals in
distress and the third (C3) focuses on building community
support. More specifically, session 2 (C2) centers skill building
for nonspecialists to increase their capacity to provide basic

Scott et al

psychological support to individuals in distress, and it
incorporates an interactive role play to provide an opportunity
to practice skills learned. Session 3 (C3) centers community
resilience, engaging participantsin an interactive discussion to
name community assets and then map those available within
the geographic area of their institution. COPE has been
standardized in a single manualized curriculum with
accompanying large-format illustrated posters laminated for
interactive use and participant workbook [10]. The COPE
participant workbook has been trandlated into Spanish and
validated using back trandation. For the SW-CRT, assessments
will be conducted before each session.

Figure 3. Communities Organizing for Power through Empathy (COPE) conceptual model. S2: COPE session 2; S3: COPE session 3.
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Figure 4. Communities Organizing for Power through Empathy (COPE) session topics.
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Attention Control Arm: House Meetings

Parallel to the intervention arm, participants in clusters
randomized to the control arm will complete assessments before
content delivery at the first 3 time points. After the first 2
assessments, they will participate in house meetings—group
deliberative conversations, sometimes referred to as listening
sessions—following amodel regularly practiced by TBR [84,85]
before participating in the COPE intervention at their third
meeting and just after completing their third assessment. The
house meeting is a group session that lasts approximately 1.5
hours and engages participants in a discussion about a specific
question posed by the facilitators. At the first house meeting,
and after administering the first assessment, participants are
prompted to discuss“How are you acaregiver in your everyday
life? What does it mean to you to be a caregiver?’ or asimilar
guestion. Each participant is encouraged to share at least once.
The facilitator is not necessarily a mental health professional,
and no therapy is provided. At the end of the house meeting,
participants are reminded of the date for the next meeting. The
second house mesting followsthe same protocol with amodified

https://www.researchprotocol s.org/2025/1/e63723

XSL-FO

RenderX

SUPPORTING
OTHERS

SUPPORTING
COMMUNITY

prompt question. After completing the third assessment,
participants engage in the COPE intervention.

Study Outcome M easures

Wewill examine measures of implementation to respondtoaim
1 and respond to aim 2 by assessing 3 levels of outcomes
(primary, secondary, and tertiary) from the SW-CRT (see Table
1for adetailed list of outcomes and measures). To addressaim
1, we will use the Consolidated Framework of Implementation
Research [76] to examine factors that affect intervention
implementation and program effectiveness, as well as
perceptions of feashility, acceptability, and cultural
appropriateness. We will use standardized measures of
acceptability (Acceptability of Intervention Measure [AIM]),
appropriateness (Intervention A ppropriateness Measure [|AM]),
and feasibility (Feasibility of Intervention Measure [FIM]), as
well asitemsrelated to facilitator preparation and logistics and
intervention acceptability developed by the research team. The
AIM measures degree of satisfaction with intervention, the|AM
its relevance and fit, and the FIM perception of potential for
success within an organization. Each construct consists of 5
itemsrated on a5-point Likert scaleranging from 1 (compl etely
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disagree) to 5 (completely agree). The measures have
demonstrated acceptablefit and structural validity and reliability
(Cronbach a=0.73-0.88) [86]. We are collecting these data via
asurvey, interviews, and focus groups conducted with CFs. In

Table 1. Study outcomes and measures

Scott et al

addition, we will analyze data from field notes, fidelity
observations, interviews, and focus groups with institutional
leaders and participants.

Measure Time frame Type Source
Psychological well-being
Depression Anxiety Stress Scale Short Form  In the past week Primary outcome Lovibond and Lovibond [87],

Perceived Stress Scale In the last month
Social support
Coping Self-Efficacy Scale _a

Multidimensional Scale of Perceived Social —
Support

Community connectedness
Communities Advancing Resilience Toolkit —
Process evaluation
Acceptability of Intervention —
Intervention Appropriateness —

Feasibility of Intervention —

1995
Primary outcome Cohen et a [88], 1983

Secondary outcome Chesney et a [89], 2006

Secondary outcome Zimet, et. al.[90], 1988

Tertiary outcome Pfefferbaum et al [68], 2020

Acceptability Weiner et al [86], 2017
Weiner et a [86], 2017
Weiner et al [86], 2017

Appropriateness
Feasibility

3Not applicable.

To address aim 2, we will collect cohort data on the outcome
measures at the 5 assessment time points of the SW-CRT:
baseline (T1), before session 2 (T2; 1 m after baseline), before
session 3 (T3; 2 m after baseline), after the series (T4; 1 month
after session 3), and 6 months after the series (T5). Figure 1
providesavisual of thedesign and timeline of survey measures.
Asthe control arm switches to the COPE intervention after the
T3 assessment, assessments pause until 1 month after session
3 so that T4 assessments align (Figure 1). Both arms complete
the T5 assessment 6 months after session 3. Aspart of the CBPR
process, the CBPR strategy team deliberated on the outcomes
and measurements, coming to consensus on the final survey.

The primary outcomes and their measures assess individual
mental health. Perceived stress is assessed with the Perceived
Stress Scale (PSS), a 10-item scale that measures the degree to
which a person rates situations as stressful [88], for example,
how often respondents find their lives “unpredictable’
“uncontrollable,” or feel “overloaded.” Responses are scored
on a 5-point Likert scale ranging from O (never) to 4 (very
often). Total PSS scores range from 0 to 40, with higher scores
reflecting higher perceived stress [91]. The 10-item Perceived
Stress Scale has high internal reliability (Cronbach a=0.78-0.90)
and has been translated and tested in >25 languages [88,91].
Depression, anxiety, and stress are measured with the
Depression, Anxiety, and Stress Scale (DASS-21), a set of 3
self-report scales [87]. The 21 DASS-21 items ask about the
presence of symptomsover the past week on ascalefrom O (did
not apply to me at al) to 3 (applied to me very much or most
of the time) [92,93]. Depression scores range from 0 to 4
(normal), 5 to 6 (mild), 7 to 10 (moderate), 11 to 13 (severe),
and >14 (extremely severe). Anxiety scores range from 0 to 3
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(normal), 4 to 5 (mild), 6 to 7 (moderate), 8 to 9 (severe), and
>10 (extremely severe). Stress scores range from 0 to 14
(normal), 15to 18 (mild), 19 to 25 (moderate), 26 to 33 (severe)
and >34 (extremely severe). The DASS-21 has shown high
internal reliability (Cronbach a=0.72-0.91) [92-94].

Secondary outcomes and their measures assess coping and social
support. Coping self-efficacy is assessed with the Coping
Self-Efficacy Scale (CSES), a 12-item measure of confidence
in managing stress [89]. The CSES combines 3 subscales
measuring distinct dimensions: problem solving, thought
stopping, and obtaining social support. Each item is scored on
an 11-point scale ranging from O (cannot do at al) to 10
(certainly can do). The CSES has high reliability and validity
across diverse contexts (Cronbach a=0.76-0.93) [89]. Social
support is measured with the Multidimensional Scale of
Perceived Social Support (MSPSS), a 12-item measure
combining 3 subscales examining perceived support from
family, friends, and significant others [90,95]. Each MSPSS
item asks at to what degree the respondent agrees that they felt
supported by each group and is scored on a 7-point scale ranging
from 1 (very strongly disagree) to 7 (very strongly agree). The
MSPSS consistently demonstrates internal consistency across
diverse populations in the United States and internationally
(Cronbach a typically >0.90) [96-98].

The tertiary outcomes measure community resilience and use
the Communities Advancing Resilience Toolkit (CART), a
21-itemtoal that assessesfour domains, including (1) connection
and caring, (2) community resources, (3) transformative
potential, and (4) disaster management [68,99,100]. Each item
asks participants to rate their agreement on a 5-point Likert
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scale from O (strongly disagree) to 4 (strongly agree). The 5
domains of the CART have demonstrated validity (connection
and caring: Cronbach a=0.83; resources: Cronbach a=0.75;
transformative potential: Cronbach a=0.90; and disaster
management: Cronbach 0=0.91) [101]. Data on relevant
covariates, including demographic information (age, race,
ethnicity, sex, household income, education, etc), will also be
collected at baseline and, in caseswheretheitem may vary over
time (eg, self-rated health), repeated at each time point.

Planned Analyses

Aim 1; Evaluate Factors That Affect | ntervention
I mplementation, Efficacy, and Adoption

A mixed methods approach will be used to assess acceptability
and feasibility of the COPE intervention. We will survey CFs,
using the AIM, 1AM, and FIM, to assess acceptability,
appropriateness, and feasibility, along with items to assess
preparation and satisfaction with the COPE intervention. In
addition, intervention fidelity will be monitored in person by
research team staff using a standard tool developed for the
COPE intervention series. Qualitative assessments will also be
conducted throughout the study, especialy during the
implementation and after the conclusion of every COPE series,
and field notes will be taken at workshops. CFs, key leaders,
and participants will be interviewed or participate in focus
groups using semistructured interview guides.

We will conduct reflexive thematic analysis using the steps
outlined and refined by Braun and Clarke [102,103] as a guide
to analyze verbatim transcripts or field notes using the
MAXQDA qualitative data analysis software. Each of the 6
steps of thematic analysisinvolvesan iterative examination and
reexamination of the data to ensure thematic coherence,
generating themes from codes and refining the purpose and
meaning of themesto clarify their interpretive story [102-104].
This approach permits reflexive discernment of differences
across clusters and steps, accounting for nuance given variations
in procedures, adjustment to delivery, and development of
interpretative stories that convey deeper meaning around
collective coping and community resilience [103].

Aim 2: Testing of I ntervention Effects

Aim 2 will test the effectiveness of the COPE intervention on
improvements in mental health symptoms (perceived stress,
depression, anxiety, and stress), coping self-efficacy, perceived
social support, and community resilience (see Table 1 for
measures). The SW-CRT design involves clusters sequentially
transitioning from control to intervention, alowing for
within-cluster comparisons and accounting for time-dependent
effects. The primary analysis for am 2 will follow an
intent-to-treat approach using alinear mixed model to examine
within- and between-group differences across time. Missing
datawill be handled under the assumption that they are missing
at random, using restricted maximum likelihood estimation,
and we will assess the benefit of multiple imputation across
missing values and conduct sensitivity analyses. The linear
mixed model will account for the hierarchical structure of the
data (eg, individuals, clusters, and time), and include fixed
effects for the intervention arm, time, and covariates, such as
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age, ethnicity, and education. We will aso include a random
intercept for the clusters to assess between cluster variability
and random slopes for time given the variability in time points
between the clusters.

At time points4 and 5, participantsin the control arm will have
transitioned to the intervention arm. To account for this
transition, participantswill be categorized based on their current
condition (control or intervention) at each time point. This
approach ensures that the analysis reflects the condition under
which participants were exposed during each survey period.
Wewill also conduct asensitivity analysisto compare outcomes
across time points 1 to 3 (before the switch) to time points 4 to
5 (after the switch). Thiswill allow usto examine intervention
effects during the period that the control group is unexposed to
the COPE intervention. Resultswill be presented as regression
coefficients with 95% Cls and P values, ICCs, and variance
estimates for random effects.

Reflexivity, Transferability, and Generalizability

As a study that uses a CBPR approach, local knowledge is
central to optimizing the COPE intervention and study
implementation. Our core research team consists of 3 academic
researchers, each of whom also have lived experience in
Louisianaduring a climate disaster, and a CBPR strategy team
that bringstogether individual swith arange of professional and
personal backgrounds, including a church pastor and licensed
therapist, aretired chemistry professor and civil rights activist,
acommunity organizer, aretired English professor, an executive
director of an environmental justice nonprofit, and 2 clinical
socia workers. The team includes members of different racia
or ethnic, gender, and faith backgrounds, each of whom bring
lived experienceto our collective understanding of mental health
challengesin theface of climate disasters and social inequities.
Our research team members share identities, experiences, or
community ties with our participants, furthering a sense of
empathy and responsibility in our approach as our personal
experiences are echoed in the stories we hear from friends,
family, and neighbors, informing and additionally driving our
commitment to this research.

We are approaching our research collaboration from a
perspective that recogni zes knowl edge as accumul ated through
observation and relationships, reflections, and adaption, which
allows us to construct the COPE study and implementation
together. Our team believesthat community-based mental health
support must beintegrative, proactive, sustainable, and culturally
appropriate. Although we hypothesizethat we will find evidence
that the COPE intervention effectively improvesindividual and
community mental health outcomes, the trustworthiness of our
analyses and interpretation is enhanced by our greater aim,
which is to catalyze change that improves mental health and
fosters resilience within our community and beyond.

We will ensure confirmability and dependability through
extensiveintervention monitoring with data collection following
structured formats, including fidelity assessment checklist tools
and field note guides, as well as interview and focus group
guides and transcripts. In addition, we will keep detailed
documentation of decisions made throughout the research
process and conduct periodic team debriefings. The credibility
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of our data will be strengthened through our periodic member
checking done with monthly meetings of the CBPR team to
review the research process and validate findings. Finally, our
inclusion of contextual variables and rich description will
enhance transferability to allow for application, adaption, or
replication.

Results

The tria testing the COPE intervention funded by the Gulf
Research Program of the National Academies of Sciences,
Engineering, and Medicine is being conducted from June 2022
to June 2025. The first 9 months of the funding period were
dedicated to adapting the RCHC curriculum to develop the
COPE intervention model and the pilot. Recruitment was
launched with thefirst cluster of participantsin April 2023 and
is scheduled to end in spring 2025, with data analysis and peer
review submission of resultsto follow. Our principal focuswill
be on outcomes related to aim 2, for which we will prioritize
individual-level changes on mental health outcomes including
depression, anxiety, and perceived stress. Secondarily, we will
examine changes in coping, social support, and community
resilience. For aim 1, we will examine cluster-level variations
and questions regarding COPE implementation.

Discussion

Anticipated Findings and I mplications

Thisstudy aimsto evaluate theimplementation and effectiveness
of COPE, amultilevel, community-based intervention developed
to support individuals and communities in mitigating adverse
psychological outcomes by enhancing individual coping
capacity, socia support, and community engagement. Thereis
increasing recognition of the vaue of multileve,
community-based interventions to address mental health in
communities facing compounded effects of inequality and
disasters, however, methodologically sound research
documenting their implementation and substantiating their
effectivenessis limited [69,105]. The study implementing this
protocol is among the first to examine the effectiveness and
implementation of a multilevel intervention such as COPE in
acommunity that has both experienced prior disastersand is at
high risk for future extreme weather events.

Testing the implementation and effectiveness of the COPE
intervention holds theoretical and practical significance,
contributing to the existing literature on disaster interventions.
Multilevel, community-based interventions have become
increasingly recognized for addressing the complex interplay
between individual, social, and environmental factors that
influence disaster resilience and recovery [106-109]. However,
few studies examine multilevel interventions, which address
the dynamic interplay between individual and systemic factors
influencing psychological well-being [110].

At theindividual level, COPE focuses on equipping participants
with evidence-based skills, such as stress management,
emotional regulation, and resilience-building, which can be
customized to incorporate local variations on coping practices
such as mindfulness or storytelling [111,112]. At the
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interpersonal level, COPE aimsto foster social support through
structured group sessions that promote sharing and mutual aid
[113]. At the community level, COPE seeks to enhance social
capital and engagement by mobilizing local resources and
networks, such as partnering with faith-based organizations
[114,115]. This approach acknowledges that psychological
recovery depends not only on individua factors but also on
their concomitant social determinants[69]. At the policy level,
COPE aims to inform improvement of existing public health
infrastructuresto better address community mental health, both
in general and after a disaster. In addition, our findings may
inform the development of areplicable intervention framework
for incorporating facilitator training within local institutions,
guiding community health planning; shaping servicesat the city
or state levels; and supporting sustainable, community-driven
initiatives throughout the Gulf South region.

Practically, this study will assess how the COPE intervention
materials permit tailoring to improve their relevance to discrete
groups. Exploring how COPE is adapted at the group-level to
include culturally specific symbols, narratives, and traditions,
or adjusting focus areas to specific disasters, may further
contribute to understanding of the contextualization of disaster
mental health intervention approaches[115]. Thiscould provide
rich opportunities for future research to not only expand its
evidence base and applicability, but also to better understand
the interrelationship of cultural processes. Specificaly,
examining processes of modifying COPE in different contexts
to align with diverse cultural norms, values, and beliefs, while
maintaining its core principles, could provide insight into how
other group-based interventions might better use similar flexible
frameworks to expand their cultural relevance [115,116].
Comparative studies examining how COPE is implemented
across different cultural and socioeconomic contexts (eg, rural
vs urban and collectivist vs individualist communities) could
identify best practices for additional contextual tailoring.

Studies are aso needed to examine the long-term effects of
COPE onindividual coping and socia capital, including support
networks and community resilience. Such studies could also
evaluate COPE's role in enhancing preparedness for future
disasters and mitigating long-term mental health challenges.
Finally, implementation science studies could explore COPE’s
feasibility and scalability in low-resource settings in terms of
cost-effectiveness, training requirements, availability of
facilitators, and integration with existing community structures
[115].

Potential Limitations

Although this study design presents a rigorous approach to
evaluating the effectiveness and implementation of the COPE
intervention, limitations should be considered. First, the
SW-CRT design may introduce potential biases related to the
sequentia rollout of the intervention across clusters [74].
Clustering can occur because randomization happens on the
group level, potentially generating high intracluster correlation,
as participants within the same cluster may respond to COPE
more similarly to each other than to those in other clusters. In
addition, the clusters are grouped for randomization based on
when they could reasonably begin the intervention, then
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randomized at different time points. This might impact the
outcomes dueto temporal context particularly astheintervention
is introduced sequentially which requires a longer time to
completion than would a parallel-group randomized controlled
trial [117]. This prolonged duration can increase the risk of
external factors, such as in environmental conditions (eg,
hurricane season and winter), that may influence the
implementation and effectiveness of theintervention [117,118].
We will implement several mechanisms for ensuring fidelity
across clusters, including detailed fidelity checklists and
monitoring of each facilitator’'s initial delivery of the COPE
intervention. In addition, to improve generalizability of our
findings, we will control for cluster, as well as for step and
important seasonal variations.

The prolonged duration of the enrollment and study period can
also contribute to attrition and missing data, potentialy
threatening the robustness and long-term applicability of
findings. We will estimate the treatment’s average causal effect
to manage missing data effectively [119]. In addition, as is
common with intervention studies, long-term impacts may be
difficult to assess despite positive short- and medium-term
impacts [119,120]. The duration of the study may restrict the
ability to assess long-term sustainability and effectiveness of
the COPE intervention beyond 6 months. Despite these
limitations, the study provides significant insight into the effects
of COPE and similar community-based psychoeducational group
interventions on mental health in communities at high risk for
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a disaster, as well as insights into using CBPR in real-world
settingsto enhanceintervention implementation. Together, these
findings and insights lay the groundwork for future research on
community-based interventions and disaster mental health
programs.

Conclusions

First, this study will provide an understanding of how the
multidimensional COPE intervention can address various
biopsychosocia (individual, interpersonal, and community)
factorsthat influence well-being, expanding our understanding
of the effects of disaster interventions beyond the current focus
on individual mental health outcomes [34,121]. Second, the
study’s CBPR approach, engaging community members and
professionals from the region in close collaboration on all
aspects of the study from design to dissemination, increasesthe
cultural relevance, acceptability, and long-term adoption of the
COPE intervention, as well astherigor of the interpretation of
its findings. This points to replicable methods for using CBPR
to improve upon both the limited tailoring of disaster mental
health interventions to specific cultures and contexts, as well
as the implementation of intervention research studies. Finally,
through its robust examination of the factors that influence
implementation of the COPE intervention and its effectiveness
in a disaster-prone community in the Gulf Coast, the study will
add rich insights into effective delivery strategies for future
dissemination or adaptations of COPE and similar multilevel,
community-based interventions.

Acknowledgments

This study was funded by a grant from the Gulf Research Program of the National Academies of Sciences, Engineering, and
Medicine. The authors acknowledge the support of Together Baton Rouge and its member institutions, the CBPR strategy team
members for their guidance and review of the study design and protocol, the program and research staff and organizers, and the
people of East Baton Rouge Parish who have engaged with Communities Organizing for Power through Empathy.

Data Availability

This paper presentsthe study protocol of astepped-wedge cluster randomized trial testing the Communities Organizing for Power
through Empathy intervention in communities at high risk of experiencing a disaster and does not generate nor analyze an
associated dataset, making data sharing nonapplicable. Once the protocol isimplemented and data have been collected, the authors
will provide access to the detailed protocol and general findings on Clinical Trials.gov (NCT06093737). Finaly, after processing
derived data following rigorous procedures to ensure it is deidentified and privacy, rights, and confidentiality of human research
participants are protected, deidentified data may be made available upon request.

Authors' Contributions

JS was responsible for conceptualization, funding acquisition, methods development, project administration, supervision, and
writing. TP handled conceptualization, funding acquisition, methods, and writing. NML-J completed data collection and
management, analyses, and writing

Conflicts of Interest

None declared.

Multimedia Appendix 1

Example facilitator interview guide.
[DOCX File, 19 KB-Multimedia Appendix 1]

References

https://www.researchprotocols.org/2025/1/e63723 JMIR Res Protoc 2025 | vol. 14 | 63723 | p. 12

(page number not for citation purposes)


https://jmir.org/api/download?alt_name=resprot_v14i1e63723_app1.docx&filename=8a478843c73ec2ab07d41ccccbebb64a.docx
https://jmir.org/api/download?alt_name=resprot_v14i1e63723_app1.docx&filename=8a478843c73ec2ab07d41ccccbebb64a.docx
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR RESEARCH PROTOCOLS Scott et al

10.

11.

12.

13.

14.

15.
16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

Gerhardstein B, Tucker PG, Rayman J, Reh CM. A fresh look at stress and resilience in communities affected by
environmental contamination. J Environ Health. Nov 2019;82(4):36-38. [FREE Full text] [Medline: 31798189]
Carpenter A. Social ties, space, and resilience: literature review of community resilience to disasters and constituent social
and built environment factors. Federal Reserve Bank of Atlanta. 2013. URL: https://ideas.repec.org/p/fip/fedacd/2013-02.
html [accessed 2024-01-22]

Aldrich DP, Meyer MA. Social capital and community resilience. Am Behav Sci. Oct 01, 2014;59(2):254-269. [doi:
10.1177/0002764214550299]

Griggs G, Reguero BG. Coastal adaptation to climate change and sea-level rise. Water. Aug 05, 2021;13(16):2151. [doi:
10.3390/W13162151]

Lowe SR, Bonumwezi JL, Valdespino-Hayden Z, Galea S. Posttraumatic stress and depression in the aftermath of
environmental disasters: areview of quantitative studies published in 2018. Curr Environ Health Rep. Dec 05,
2019;6(4):344-360. [doi: 10.1007/s40572-019-00245-5] [Medline: 31487033]

NoviaK, Hariyanti T, Yuliatun L. The impact of natural disaster on mental health of victims lives: systematic review. Int
J Soc Syst Sci. Jul 12, 2020;2(3):65-85. [doi: 10.54783/ijsoc.v2i3.128]

Abramson D, Stehling-Ariza T, Garfield R, Redlener |. Prevalence and predictors of mental health distress post-Katrina:
findings from the Gulf Coast Child and Family Health Study. Disaster Med Public Health Prep. Jun 2008;2(2):77-86. [ FREE
Full text] [doi: 10.1097/DMP.0b013e318173a8e7] [Medline: 18520693]

Cobham VE, McDermott B. Perceived parenting change and child posttraumatic stress following anatural disaster. JChild
Adolesc Psychopharmacol. Feb 2014;24(1):18-23. [doi: 10.1089/cap.2013.0051] [Medline: 24494740]

Our epidemic of loneliness and isolation: the U.S. surgeon general’s advisory on the healing effects of social connection
and community. Office of the Surgeon General. URL: https:.//www.hhs.gov/sites/default/files/

surgeon-general -soci al-connection-advisory.pdf [accessed 2024-04-29]

Scott J, Powell T, Together Baton Rouge. Communities Organizing for Power Through Empathy (COPE): A
Psychoeducational Program for Communities Affected by Disaster & Beyond. Baton Rouge, LA. Louisiana State University;
2023.

Hambrick EP, Rubens SL, Vernberg EM, Jacobs AK, Kanine RM. Towards successful dissemination of psychological first
aid: astudy of provider training preferences. J Behav Health Serv Res. Apr 4, 2014,41(2):203-215. [doi:
10.1007/s11414-013-9362-y] [Medline: 24091608]

Everly Jr GS, Lating JM. The Johns Hopkins Guide to Psychological First Aid. Baltimore, MD. Johns Hopkins University
Press, 2017.

Forthal S, Sadowska K, Pike KM, Balachander M, Jacobsson K, HermosillaS. Mental health first aid: a systematic review
of trainee behavior and recipient mental health outcomes. Psychiatr Serv. Apr 01, 2022;73(4):439-446. [FREE Full text]
[doi: 10.1176/appi.ps.202100027] [Medline: 34346736]

O'Connell HA. Theimpact of davery on racial inequality in poverty in the contemporary U.S. South. Soc Forces. Mar 26,
2012;90(3):713-734. [doi: 10.1093/sf/sor021]

Howell J, Elliott JR. Asdisaster costsrise, so doesinequality. Socius. Dec 04, 2018;4:22. [doi: 10.1177/2378023118816795]
Howell J, Elliott JR. Damages done: the longitudinal impacts of natural hazards on wealth inequality in the United States.
Soc Probl. 2019;66(3):467. [doi: 10.1093/socpro/spy016]

Minkler M, Wallerstein N. Community—Based Participatory Research for Health: From Processto Outcomes. San Francisco,
CA. Jossey-Bass; 2008.

Gil-Rivas V, Kilmer RP. Building community capacity and fostering disaster resilience. J Clin Psychol. Dec 18,
2016;72(12):1318-1332. [doi: 10.1002/jclp.22281] [Medline: 26990644]

Viswanathan M, Ammerman A, Eng E, Garlehner G, Lohr KN, Griffith D, et al. Community-based participatory research:
assessing the evidence. Evid Rep Technol Assess (Summ). Aug 2004;(99):1-8. [Medline: 15460504]

Wallerstein NB, Duran B. Using community-based participatory research to address health disparities. Health Promot Pract.
Jul 2006;7(3):312-323. [FREE Full text] [doi: 10.1177/1524839906289376] [Medline: 16760238]

Powell T, Scott J, Yuma P, Hsiao Y. Surviving the storm: a pragmatic non-randomised examination of a brief intervention
for disaster-affected health and social care providers. Health Soc Care Community. Nov 05, 2022;30(6):€6217-e6227.
[FREE Full text] [doi: 10.1111/hsc.14059] [Medline: 36196872]

Lawrance EL, Thompson R, Newberry Le Vay J, Page L, Jennings N. The impact of climate change on mental health and
emotional wellbeing: a narrative review of current evidence, and itsimplications. Int Rev Psychiatry. Aug 27,
2022;34(5):443-498. [FREE Full text] [doi: 10.1080/09540261.2022.2128725] [Medline: 36165756]

Cianconi P, Betro S, Janiri L. The impact of climate change on mental health; a systematic descriptive review. Front
Psychiatry. 2020;11:74. [FREE Full text] [doi: 10.3389/fpsyt.2020.00074] [Medline: 32210846]

Kesser RC, Galea S, Gruber MJ, Sampson NA, Ursano RJ, Wessely S. Trendsin mental illness and suicidality after
Hurricane Katrina. Mol Psychiatry. Apr 08, 2008;13(4):374-384. [FREE Full text] [doi: 10.1038/5.mp.4002119] [Medline:
18180768]

Adeola FO, Picou JS. Social capital and the mental health impacts of hurricane Katrina: assessing long-term patterns of
psychosocial distress. Int JMass Emerg Disasters. Mar 01, 2014;32(1):121-156. [doi: 10.1177/028072701403200106]

https://www.researchprotocols.org/2025/1/e63723 JMIR Res Protoc 2025 | vol. 14 | 63723 | p. 13

(page number not for citation purposes)


https://europepmc.org/abstract/MED/31798189
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31798189&dopt=Abstract
https://ideas.repec.org/p/fip/fedacd/2013-02.html
https://ideas.repec.org/p/fip/fedacd/2013-02.html
http://dx.doi.org/10.1177/0002764214550299
http://dx.doi.org/10.3390/W13162151
http://dx.doi.org/10.1007/s40572-019-00245-5
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31487033&dopt=Abstract
http://dx.doi.org/10.54783/ijsoc.v2i3.128
https://core.ac.uk/reader/161442453?utm_source=linkout
https://core.ac.uk/reader/161442453?utm_source=linkout
http://dx.doi.org/10.1097/DMP.0b013e318173a8e7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18520693&dopt=Abstract
http://dx.doi.org/10.1089/cap.2013.0051
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24494740&dopt=Abstract
https://www.hhs.gov/sites/default/files/surgeon-general-social-connection-advisory.pdf
https://www.hhs.gov/sites/default/files/surgeon-general-social-connection-advisory.pdf
http://dx.doi.org/10.1007/s11414-013-9362-y
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24091608&dopt=Abstract
https://europepmc.org/abstract/MED/34346736
http://dx.doi.org/10.1176/appi.ps.202100027
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34346736&dopt=Abstract
http://dx.doi.org/10.1093/sf/sor021
http://dx.doi.org/10.1177/2378023118816795
http://dx.doi.org/10.1093/socpro/spy016
http://dx.doi.org/10.1002/jclp.22281
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26990644&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15460504&dopt=Abstract
https://core.ac.uk/reader/192841041?utm_source=linkout
http://dx.doi.org/10.1177/1524839906289376
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16760238&dopt=Abstract
https://europepmc.org/abstract/MED/36196872
http://dx.doi.org/10.1111/hsc.14059
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36196872&dopt=Abstract
https://www.tandfonline.com/doi/abs/10.1080/09540261.2022.2128725?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.1080/09540261.2022.2128725
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36165756&dopt=Abstract
https://europepmc.org/abstract/MED/32210846
http://dx.doi.org/10.3389/fpsyt.2020.00074
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32210846&dopt=Abstract
https://europepmc.org/abstract/MED/18180768
http://dx.doi.org/10.1038/sj.mp.4002119
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18180768&dopt=Abstract
http://dx.doi.org/10.1177/028072701403200106
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR RESEARCH PROTOCOLS Scott et al

26.

27.

28.

29.

30.

31.

32.

33.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45,

46.

47.

48.

49,

Raker EJ, Lowe SR, Arcaya MC, Johnson ST, Rhodes J, Waters M. Twelve years later: the long-term mental health
consequences of Hurricane Katrina. Soc Sci Med. Dec 2019;242:112610. [FREE Full text] [doi:
10.1016/j.socscimed.2019.112610] [Medline: 31677480]

Fothergill A, Peek LA. Poverty and disastersin the United States: areview of recent sociological findings. Nat Hazards.
May 2004;32(1):89-110. [doi: 10.1023/b:nhaz.0000026792.76181.d9]

Choi S, Powel TM, Muller J, Lux E. Exploring the disproportionate impact of disasters: socia service providers' perceptions
of factors increasing vulnerability among hurricane survivors. Fam Soc. Dec 11, 2021;103(3):314-327. [doi:
10.1177/10443894211051570]

Drakes O, Tate E, Rainey J, Brody S. Socia vulnerability and short-term disaster assistance in the United States. Int J
Disaster Risk Reduct. Feb 2021;53:102010. [doi: 10.1016/].ijdrr.2020.102010]

RiveraDZ, Jenkins B, Randolph R. Procedural vulnerability and its effects on equitable post-disaster recovery inlow-income
communities. JAm Plann Assoc. Jul 22, 2021;88(2):220-231. [doi: 10.1080/01944363.2021.1929417]

BenevolenzaMA, DeRigne L. The impact of climate change and natural disasters on vulnerable populations: a systematic
review of literature. JHum Behav Soc Environ. Oct 10, 2018;29(2):266-281. [doi: 10.1080/10911359.2018.1527739]
Lynn K, MacKendrick K, Donoghue E. Social vulnerability and climate change: synthesis of literature. U.S. Department
of Agriculture. 2011. URL : https://www.fs.usda.gov/pnw/pubs/pnw_gtr838.pdf [accessed 2024-01-21]

Hetherington E, McDonald S, Wu M, Tough S. Risk and protective factors for mental health and community cohesion after
the 2013 Calgary flood. Disaster Med Public Health Prep. Aug 03, 2018;12(4):470-477. [doi: 10.1017/dmp.2017.91]
[Medline: 28770699]

Morganstein JC, Ursano RJ. Ecological disastersand mental health: causes, consequences, and interventions. Front Psychiatry.
2020;11:1. [FREE Full text] [doi: 10.3389/fpsyt.2020.00001] [Medline: 32116830]

Lamond JE, Joseph RD, Proverbs DG. An exploration of factors affecting thelong term psychological impact and deterioration
of mental health in flooded households. Environ Res. Jul 2015;140:325-334. [EREE Full text] [doi:
10.1016/j.envres.2015.04.008] [Medline; 25909883]

Mao W, Agyapong V1. Therole of social determinantsin mental health and resilience after disasters: implicationsfor public
health policy and practice. Front Public Health. 2021;9:658528. [FREE Full text] [doi: 10.3389/f pubh.2021.658528]
[Medline: 34095062]

CaramanicaK, Brackbill RM, Stellman SD, Farfel MR. Posttraumatic stress disorder after hurricane sandy among persons
exposed to the 9/11 disaster. Int JEmerg Ment Health. 2015;17(1):356-362. [FREE Full text] [doi:
10.4172/1522-4821.1000173] [Medline: 25960693]

Norris FH, Stevens SP, Pfefferbaum B, Wyche KF, Pfefferbaum RL. Community resilience as a metaphor, theory, set of
capacities, and strategy for disaster readiness. Am J Community Psychol. Mar 22, 2008;41(1-2):127-150. [doi:
10.1007/s10464-007-9156-6] [Medline: 18157631]

Walinski A, Sander J, Gerlinger G, Clemens V, Meyer-Lindenberg A, Heinz A. The effects of climate change on mental
health. Dtsch Arztebl Int. Feb 24, 2023;120(8):117-124. [FREE Full text] [doi: 10.3238/arztebl.m2022.0403] [Medline:
36647584]

Ramadan AM, Ataallah AG. Are climate change and mental health correlated? Gen Psychiatr. Nov 09, 2021;34(6):€100648.
[FREE Full text] [doi: 10.1136/gpsych-2021-100648] [Medline: 34825128]

Moos R. Adaptive coping - an overview. coping responses inventory. Psychological Assessment Resources. 1993. URL :
https://www.sciencedirect.com/topi cs/psychol ogy/adaptive-coping [accessed 2024-12-11]

Lee SH, Noh JW, Kim K, Chae J. Theimpact of coping strategies and positive resources on post-traumatic stress symptoms
among bereaved families of the Sewol ferry disaster. Front Psychiatry. Apr 2, 2024;15:1367976. [FREE Full text] [doi:
10.3389/fpsyt.2024.1367976] [Medline: 38628257]

Diaz-Tamayo AM, Escobar-Morantes JR, Garcia-Perdomo HA. Coping strategies for exposure to traumasituationsin first
responders: a systematic review. Prehosp Disaster Med. Nov 03, 2022;37(6):810-818. [doi: 10.1017/S1049023x22001479]
Benight CC, Bandura A. Social cognitive theory of posttraumatic recovery: the role of perceived self-efficacy. Behav Res
Ther. Oct 2004;42(10):1129-1148. [doi: 10.1016/j.brat.2003.08.008] [Medline: 15350854]

QiuD, Lv B, Cui Y, Zhan Z. Therole of response efficacy and self-efficacy in disaster preparedness actions for vulnerable
households. Nat Hazards Earth Syst Sci. Dec 14, 2023;23(12):3789-3803. [doi: 10.5194/nhess-23-3789-2023]

Adams RM, Eisenman DP, Glik D. Community advantage and individual self-efficacy promote disaster preparedness. a
multilevel model among persons with disabilities. Int J Environ Res Public Health. Aug 03, 2019;16(15):afad082. [FREE
Full text] [doi: 10.3390/ijerph16152779] [Medline: 31382596]

Ai AL, Raney AA, Paloutzian RF. Perceived spiritual support counteracts the traumatic impact of extreme disasters:
exploration of moderators. Psychol Trauma. Feb 2023;15(2):199-209. [doi: 10.1037/tra0001133] [Medline: 34661422]
Timalsina R, Songwathana P. Factors enhancing resilience among older adults experiencing disaster: a systematic review.
Australas Emerg Care. Mar 2020;23(1):11-22. [doi: 10.1016/j.auec.2019.12.007] [Medline: 31928971]

Thompson DJ, Weissbecker |, Cash E, Simpson DM, Daup M, Sephton SE. Stress and cortisol in disaster evacuees: an
exploratory study on associationswith social protectivefactors. Appl Psychophysiol Biofeedback. Mar 19, 2015;40(1):33-44.
[doi: 10.1007/s10484-015-9270-4] [Medline: 25787070]

https://www.researchprotocols.org/2025/1/e63723 JMIR Res Protoc 2025 | vol. 14 | 63723 | p. 14

(page number not for citation purposes)


https://europepmc.org/abstract/MED/31677480
http://dx.doi.org/10.1016/j.socscimed.2019.112610
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31677480&dopt=Abstract
http://dx.doi.org/10.1023/b:nhaz.0000026792.76181.d9
http://dx.doi.org/10.1177/10443894211051570
http://dx.doi.org/10.1016/j.ijdrr.2020.102010
http://dx.doi.org/10.1080/01944363.2021.1929417
http://dx.doi.org/10.1080/10911359.2018.1527739
https://www.fs.usda.gov/pnw/pubs/pnw_gtr838.pdf
http://dx.doi.org/10.1017/dmp.2017.91
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28770699&dopt=Abstract
https://europepmc.org/abstract/MED/32116830
http://dx.doi.org/10.3389/fpsyt.2020.00001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32116830&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S0013-9351(15)00125-5
http://dx.doi.org/10.1016/j.envres.2015.04.008
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25909883&dopt=Abstract
https://europepmc.org/abstract/MED/34095062
http://dx.doi.org/10.3389/fpubh.2021.658528
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34095062&dopt=Abstract
https://europepmc.org/abstract/MED/25960693
http://dx.doi.org/10.4172/1522-4821.1000173
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25960693&dopt=Abstract
http://dx.doi.org/10.1007/s10464-007-9156-6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18157631&dopt=Abstract
https://europepmc.org/abstract/MED/36647584
http://dx.doi.org/10.3238/arztebl.m2022.0403
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36647584&dopt=Abstract
https://europepmc.org/abstract/MED/34825128
http://dx.doi.org/10.1136/gpsych-2021-100648
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34825128&dopt=Abstract
https://www.sciencedirect.com/topics/psychology/adaptive-coping
https://europepmc.org/abstract/MED/38628257
http://dx.doi.org/10.3389/fpsyt.2024.1367976
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38628257&dopt=Abstract
http://dx.doi.org/10.1017/S1049023x22001479
http://dx.doi.org/10.1016/j.brat.2003.08.008
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15350854&dopt=Abstract
http://dx.doi.org/10.5194/nhess-23-3789-2023
https://www.mdpi.com/resolver?pii=ijerph16152779
https://www.mdpi.com/resolver?pii=ijerph16152779
http://dx.doi.org/10.3390/ijerph16152779
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31382596&dopt=Abstract
http://dx.doi.org/10.1037/tra0001133
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34661422&dopt=Abstract
http://dx.doi.org/10.1016/j.auec.2019.12.007
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31928971&dopt=Abstract
http://dx.doi.org/10.1007/s10484-015-9270-4
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25787070&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR RESEARCH PROTOCOLS Scott et al

50.

51.

52.

53.

55.

56.

57.

58.

59.

60.

61.

62.

63.

65.

66.

67.

68.

69.

70.

71.

72.

Kerkez M, Sanli ME. Mediating role of spirituality in the relationship of anxiety, stress and depression with resilience in
individuals exposed to earthquakes in Turkiye. Int J Disaster Risk Reduct. Apr 2024;104:104347. [doi:
10.1016/].ijdrr.2024.104347]

Newnham EA, Mergelsberg EL, Chen'Y, Kim Y, GibbsL, Dzidic B, et al. Long term mental health trajectories after disasters
and pandemics: amultilingual systematic review of prevalence, risk and protective factors. Clin Psychol Rev. Nov
2022;97:102203. [doi: 10.1016/j.cpr.2022.102203] [Medline: 36162175]

Roudini J, Khankeh HR, Witruk E. Disaster mental health preparedness in the community: a systematic review study.
Hesalth Psychol Open. Jun 13, 2017;4(1):2055102917711307. [FREE Full text] [doi: 10.1177/2055102917711307] [Medline:
28680695]

Saeed SA, Gargano SP. Natural disasters and mental health. Int Rev Psychiatry. Feb 15, 2022;34(1):16-25. [doi:
10.1080/09540261.2022.2037524] [Medline: 35584023]

Movahed M, Khaleghi-Nekou M, Alvani E, Sharif-Alhoseini M. The impact of psychological first aid training on the
providers: a systematic review. Disaster Med Public Health Prep. Mar 25, 2022;17:€120. [doi: 10.1017/dmp.2022.27]
[Medline: 35332859]

Dollar KJ, Ruisinger JF, Graham EE, Prohaska ES, Melton BL. Public awareness of mental health first aid and perception
of community pharmacists as mental health first aid providers. JAm Pharm Assoc (2003). Sep 2020;60(5S):S93-7.€l. [doi:
10.1016/j.japh.2020.01.017] [Medline: 32139284]

North CS, Pfefferbaum B. Mental health response to community disasters: a systematic review. JAMA. Aug 07,
2013;310(5):507-518. [doi: 10.1001/jama.2013.107799] [Medline: 23925621]

Scott Z, O'Curry S, Mastroyannopoulou K. The impact and experience of debriefing for clinical staff following traumatic
eventsin clinical settings: a systematic review. J Trauma Stress. Feb 20, 2022;35(1):278-287. [doi: 10.1002/jts.22736]
[Medline: 34672028]

Bisson JI, McFarlane AC, Rose S, Ruzek J, Watson P. Psychological debriefing for adults. In: FoaEB, Keane TM, editors.
Effective Treatmentsfor PTSD: Practice Guidelinesfrom the International Society for Traumatic Stress Studies. New York,
NY. The Guilford Press; 2009.

Nanduri A, Vasquez M, Veluri S, Ranjbar N. Scoping review of PTSD treatments for natural disaster survivors. Health
Psychol Res. 2023;11:89642. [FREE Full text] [doi: 10.52965/001c.89642] [Medline: 38089640]

Semerci M, Uzun S. The effectiveness of post-disaster psychotherapeutic interventions: asystematic review and meta-analysis
study. Asian J Psychiatr. Jul 2023;85:103615. [doi: 10.1016/j.8p.2023.103615] [Medline: 37201380]

Brown RC, Witt A, Fegert IM, Keller F, Rassenhofer M, Plener P. Psychosocial interventions for children and adolescents
after man-made and natural disasters: ameta-analysis and systematic review. Psychol Med. Aug 11, 2017;47(11):1893-1905.
[doi: 10.1017/S0033291717000496] [Medline: 28397633]

Powell TM, Wegmann KM, Shin OJ. Stress and coping in social service providers after Superstorm Sandy: an examination
of a postdisaster psychoeducational intervention. Traumatology. Jun 2019;25(2):96-103. [doi: 10.1037/trm0000189]
Yuma P, Powell T, Scott J, Vinton M. Resilience and coping for the healthcare community: a post-disaster group work
intervention for healthcare and social service providers. J Fam Strengths. Aug 01, 2019;19(1):8. [doi:
10.58464/2168-670X.1402]

Math SB, Nirmala MC, Moirangthem S, Kumar NC. Disaster management: mental health perspective. Indian J Psychol
Med. Jul 01, 2015;37(3):261-271. [FREE Full text] [doi: 10.4103/0253-7176.162915] [Medline: 26664073]
Hermosilla S, Forthal S, Sadowska K, Magill EB, Watson P, Pike KM. We need to build the evidence: a systematic review
of psychological first aid on mental health and well-being. J Trauma Stress. Feb 27, 2023;36(1):5-16. [FREE Full text]
[doi: 10.1002/jts.22888] [Medline: 36300605]

Lesen AE, Tucker C, Olson MG, FerreiraRJ. ‘ Come back at us': reflections on researcher-community partnerships during
apost-oil spill gulf coast resilience study. Soc Sci. Jan 07, 2019;8(1):8. [doi: 10.3390/s0csci8010008]

Mercer J, Kelman I, LIoyd K, Suchet - Pearson S. Reflections on use of participatory research for disaster risk reduction.
Area. Mar 10, 2008;40(2):172-183. [doi: 10.1111/].1475-4762.2008.00797.X]

Pfefferbaum RL, Pfefferbaum B, Van Horn RL. Communities advancing resilience toolkit (CART): the CART integrated
system. Terrorism and Disaster Center at the University of Oklahoma Health Sciences Center. 2011. URL: https.//www.
atsdr.cdc.gov/community-stress-resource-center/php/resources/cart-integrated-system.html [accessed 2024-04-29]

Wind T, Komproe I. Closing the gap between disaster mental health research and practice: evidence for socio-ecological
mental health interventions through multilevel research. Intervention. 2018;16(1):5. [FREE Full text] [doi:
10.1097/WTF.0000000000000153]

Patel SS, Rogers MB, Aml6t R, Rubin G. What do we mean by ‘community resilience'? A systematic literature review of
how it is defined in the literature. PLoS Curr. Feb 01, 2017;9:52. [FREE Full text] [doi:
10.1371/currents.dis.db775aff 25ef c5ac4f0660ad9c9f 7db2] [Medline: 29188132]

Lal one MB. Neighbors helping neighbors: An examination of the social capital mobilization process for community
resilience to environmental disasters. JAppl Soc Sci. Nov 28, 2012;6(2):209-237. [doi: 10.1177/1936724412458483]
Pierson FC. ‘ Power before program’: broad base organizing and the industrial areas foundation. In: Pierson J, Smith J,
editors. Rebuilding Community: Policy and Practice in Urban Regeneration. London, UK. Springer; 2001:99-117.

https://www.researchprotocols.org/2025/1/e63723 JMIR Res Protoc 2025 | vol. 14 | 63723 | p. 15

(page number not for citation purposes)


http://dx.doi.org/10.1016/j.ijdrr.2024.104347
http://dx.doi.org/10.1016/j.cpr.2022.102203
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36162175&dopt=Abstract
https://journals.sagepub.com/doi/10.1177/2055102917711307?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.1177/2055102917711307
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28680695&dopt=Abstract
http://dx.doi.org/10.1080/09540261.2022.2037524
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35584023&dopt=Abstract
http://dx.doi.org/10.1017/dmp.2022.27
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35332859&dopt=Abstract
http://dx.doi.org/10.1016/j.japh.2020.01.017
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32139284&dopt=Abstract
http://dx.doi.org/10.1001/jama.2013.107799
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23925621&dopt=Abstract
http://dx.doi.org/10.1002/jts.22736
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34672028&dopt=Abstract
https://europepmc.org/abstract/MED/38089640
http://dx.doi.org/10.52965/001c.89642
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38089640&dopt=Abstract
http://dx.doi.org/10.1016/j.ajp.2023.103615
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=37201380&dopt=Abstract
http://dx.doi.org/10.1017/S0033291717000496
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28397633&dopt=Abstract
http://dx.doi.org/10.1037/trm0000189
http://dx.doi.org/10.58464/2168-670X.1402
https://europepmc.org/abstract/MED/26664073
http://dx.doi.org/10.4103/0253-7176.162915
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26664073&dopt=Abstract
https://europepmc.org/abstract/MED/36300605
http://dx.doi.org/10.1002/jts.22888
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36300605&dopt=Abstract
http://dx.doi.org/10.3390/socsci8010008
http://dx.doi.org/10.1111/j.1475-4762.2008.00797.x
https://www.atsdr.cdc.gov/community-stress-resource-center/php/resources/cart-integrated-system.html
https://www.atsdr.cdc.gov/community-stress-resource-center/php/resources/cart-integrated-system.html
https://doi.org/10.3389/fdgth.2025.1586030
http://dx.doi.org/10.1097/WTF.0000000000000153
https://doi.org/10.1371/currents.dis.db775aff25efc5ac4f0660ad9c9f7db2
http://dx.doi.org/10.1371/currents.dis.db775aff25efc5ac4f0660ad9c9f7db2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29188132&dopt=Abstract
http://dx.doi.org/10.1177/1936724412458483
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR RESEARCH PROTOCOLS Scott et al

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

85.
86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

Regan P. Broad based organising: reflective citizenship and political action. Organ Soc Dyn. 2006;6(2):203. [FREE Full
text]

Hemming K, Haines TP, Chilton PJ, Girling AJ, Lilford RJ. The stepped wedge cluster randomised trial: rationale, design,
analysis, and reporting. BMJ. Feb 06, 2015;350(feb06 1):h391. [FREE Full text] [doi: 10.1136/bmj.h391] [Medline:
25662947)

Sox HC, Lewis RJ. Pragmatic trials: practical answersto "real world" questions. JAMA. Sep 20, 2016;316(11):1205-1206.
[doi: 10.1001/jama.2016.11409] [Medline: 27654606]

Keith RE, Crosson JC, O'Malley AS, Cromp D, Taylor E. Using the Consolidated Framework for Implementation Research
(CFIR) to produce actionable findings: a rapid-cycle evaluation approach to improving implementation. Implement Sci.
Feb 10, 2017;12(1):15. [FREE Full text] [doi: 10.1186/s13012-017-0550-7] [Medline: 28187747)

Hemming K, Taljaard M, McKenzie JE, Hooper R, Copas A, Thompson JA, et a. Reporting of stepped wedge cluster
randomised trials: extension of the CONSORT 2010 statement with explanation and elaboration. BMJ. Nov 09,
2018;363:k1614. [FREE Full text] [doi: 10.1136/bmj.k1614] [Medline: 30413417]

Turner L, Shamseer L, Altman DG, WeeksL, Peters J, Kober T, et al. Consolidated standards of reporting trials (CONSORT)
and the completeness of reporting of randomised controlled trials (RCTSs) published in medical journals. Cochrane Database
Syst Rev. Nov 14, 2012;11(11):MR000030. [FREE Full text] [doi: 10.1002/14651858.M RO00030.pub2] [Medline: 23152285]
Grant S, Mayo-Wilson E, Montgomery P, Macdonald G, Michie S, Hopewell S et al. , on behalf of the CONSORT-SPI
Group. CONSORT-SPI 2018 explanation and elaboration: guidance for reporting social and psychological intervention
trials. Trials. Jul 31, 2018;19(1):406. [FREE Full text] [doi: 10.1186/s13063-018-2735-z] [Medline: 30060763]
PalinkasLA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Purposeful sampling for qualitative data collection
and analysisin mixed method implementation research. Adm Policy Ment Health. Sep 6, 2015;42(5):533-544. [ FREE Fulll
text] [doi: 10.1007/s10488-013-0528-y] [Medline: 24193818]

Mental health in Louisiana state fact sheet. National Alliance on Mental IlIness. URL : https.//www.nami.org/wp-content/
uploads/2023/07/L ouisi anaStateFactSheet.pdf [accessed 2024-04-29]

Overview: east baton rouge parish’s mental health. US News & World Report. 2022. URL : https.//www.ushews.com/news/
heal thi est-communities/l ouisiana/east-baton-rouge-parish [accessed 2023-10-15]

Brown NW. Psychoeducational Groups. Process and Practice. New York, NY. Routledge; 2018.

Langhout RD, Fernandez JS, Wyldbore D, Savala J. Photovoice and house meetings as tools within participatory action
research. In: Jason LA, Glenwick DS, editors. Handbook of Methodological Approachesto Community-Based Research:
Qualitative, Quantitative, and Mixed Methods. Oxford, UK. Oxford Academic Press; 2015:81-92.

Cortes Jr E. Toward a democratic culture. Kettering Rev. 2006;24(1):46-57. [EREE Full text]

Weiner BJ, Lewis CC, Stanick C, Powell BJ, Dorsey CN, Clary AS, et al. Psychometric assessment of three newly developed
implementation outcome measures. Implement Sci. Aug 29, 2017;12(1):108. [FREE Full text] [doi:
10.1186/s13012-017-0635-3] [Medline: 28851459]

Lovibond SH, Lovibond PF. Depression Anxiety Stress Scales— short form (DA SS-21). NovoPsych. URL : https://novopsych.
com/assessments/depressi on/depressi on-anxi ety-stress-scal es-short-form-dass-21/ [accessed 2024-04-29]

Cohen S, Kamarck T, Mermelstein R. A global measure of perceived stress. JHealth Soc Behav. Dec 1983;24(4):385. [doi:
10.2307/2136404]

Chesney MA, Neilands TB, Chambers DB, Taylor IM, Folkman S. A validity and reliability study of the coping self-efficacy
scale. Br JHealth Psychol. Sep 24, 2006;11(Pt 3):421-437. [FREE Full text] [doi: 10.1348/135910705X53155] [Medline:
16870053]

Zimet GD, Dahlem NW, Zimet SG, Farley GK. The Multidimensional Scale of Perceived Socia Support. J Pers Assess.
Mar 1988;52(1):30-41. [doi: 10.1207/s15327752jpa5201_2]

Taylor IM. Psychometric analysis of the ten-item perceived stress scale. Psychol Assess. Mar 2015;27(1):90-101. [doi:
10.1037/a0038100] [Medline: 25346996]

Crawford JR, Henry JD. The Depression Anxiety Stress Scales (DASS): normative data and latent structurein alarge
non-clinical sample. Br J Clin Psychol. Jun 2003;42(Pt 2):111-131. [doi: 10.1348/014466503321903544] [Medline:
12828802]

Lovibond PF, Lovibond SH. The structure of negative emotional states: comparison of the Depression Anxiety Stress Scales
(DASS) with the Beck Depression and Anxiety Inventories. Behav Res Ther. Mar 1995;33(3):335-343. [doi:
10.1016/0005-7967(94)00075-u] [Medline: 7726811]

Ng F, Trauer T, Dodd S, Callaly T, Campbell S, Berk M. The validity of the 21-item version of the Depression Anxiety
Stress Scales as aroutine clinical outcome measure. Acta Neuropsychiatr. Oct 24, 2007;19(5):304-310. [doi:
10.1111/j.1601-5215.2007.00217.x] [Medline: 26952943]

Zimet GD, Powell SS, Farley GK, Werkman S, Berkoff KA. Psychometric characteristics of the Multidimensional Scale
of Perceived Social Support. J Pers Assess. 1990;55(3-4):610-617. [doi: 10.1080/00223891.1990.9674095] [Medline:
2280326]

https://www.researchprotocols.org/2025/1/e63723 JMIR Res Protoc 2025 | vol. 14 | 63723 | p. 16

(page number not for citation purposes)


https://pep-web.org/browse/OPUS/volumes/6?openNotificationModal=false
https://pep-web.org/browse/OPUS/volumes/6?openNotificationModal=false
https://www.bmj.com/lookup/pmidlookup?view=long&pmid=25662947
http://dx.doi.org/10.1136/bmj.h391
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25662947&dopt=Abstract
http://dx.doi.org/10.1001/jama.2016.11409
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27654606&dopt=Abstract
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-017-0550-7
http://dx.doi.org/10.1186/s13012-017-0550-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28187747&dopt=Abstract
https://www.bmj.com/lookup/pmidlookup?view=long&pmid=30413417
http://dx.doi.org/10.1136/bmj.k1614
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30413417&dopt=Abstract
https://europepmc.org/abstract/MED/23152285
http://dx.doi.org/10.1002/14651858.MR000030.pub2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23152285&dopt=Abstract
https://trialsjournal.biomedcentral.com/articles/10.1186/s13063-018-2735-z
http://dx.doi.org/10.1186/s13063-018-2735-z
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30060763&dopt=Abstract
https://europepmc.org/abstract/MED/24193818
https://europepmc.org/abstract/MED/24193818
http://dx.doi.org/10.1007/s10488-013-0528-y
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24193818&dopt=Abstract
https://www.nami.org/wp-content/uploads/2023/07/LouisianaStateFactSheet.pdf
https://www.nami.org/wp-content/uploads/2023/07/LouisianaStateFactSheet.pdf
https://www.usnews.com/news/healthiest-communities/louisiana/east-baton-rouge-parish
https://www.usnews.com/news/healthiest-communities/louisiana/east-baton-rouge-parish
https://d3n8a8pro7vhmx.cloudfront.net/interfaitheducationfund/legacy_url/428/Cortes-Toward-a-Democratic-Culture-Kettering-Review-2006.pdf?1527729234
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-017-0635-3
http://dx.doi.org/10.1186/s13012-017-0635-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28851459&dopt=Abstract
https://novopsych.com/assessments/depression/depression-anxiety-stress-scales-short-form-dass-21/
https://novopsych.com/assessments/depression/depression-anxiety-stress-scales-short-form-dass-21/
http://dx.doi.org/10.2307/2136404
https://europepmc.org/abstract/MED/16870053
http://dx.doi.org/10.1348/135910705X53155
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16870053&dopt=Abstract
http://dx.doi.org/10.1207/s15327752jpa5201_2
http://dx.doi.org/10.1037/a0038100
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25346996&dopt=Abstract
http://dx.doi.org/10.1348/014466503321903544
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12828802&dopt=Abstract
http://dx.doi.org/10.1016/0005-7967(94)00075-u
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7726811&dopt=Abstract
http://dx.doi.org/10.1111/j.1601-5215.2007.00217.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26952943&dopt=Abstract
http://dx.doi.org/10.1080/00223891.1990.9674095
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=2280326&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR RESEARCH PROTOCOLS Scott et al

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

117.

118.

Bugajski A, Frazier SK, Moser DK, Lennie TA, Chung M. Psychometric testing of the multidimensional scale of perceived
social support in patients with comorbid COPD and heart failure. Heart Lung. May 2019;48(3):193-197. [doi:
10.1016/j.hrtlng.2018.09.014] [Medline: 30391073]

Ermis-Demirtas H, Watson JC, Karaman MA, Freeman P, Kumaran A, Haktanir A, et al. Psychometric properties of the
multidimensional scale of perceived social support within Hispanic college students. Hisp J Behav Sci. Aug 31,
2018;40(4):472-485. [doi: 10.1177/0739986318790733]

Wittenborn AK, Natamba BK, Rainey M, Zlotnick C, Johnson J. Suitability of the multidimensional scale of perceived
social support as a measure of functional socia support among incarcerated adults with major depressive disorder. J
Community Psychol. Apr 17, 2020;48(3):960-976. [FREE Full text] [doi: 10.1002/jcop.22315] [Medline: 31951288]
Pfefferbaum RL, Pfefferbaum B, Zhao YD, Van Horn RL, McCarter GS, Leonard MB. Assessing community resilience:
a CART survey application in an impoverished urban community. Disaster Health. May 13, 2016;3(2):45-56. [FREE Full
text] [doi: 10.1080/21665044.2016.1189068] [Medline: 28229014]

Pfefferbaum RL, Pfefferbaum B, Van Horn RL, Klomp RW, Norris FH, Reissman DB. The Communities Advancing
Resilience Toolkit (CART): an intervention to build community resilience to disasters. J Public Health Manag Pract.
2013;19(3):250-258. [doi: 10.1097/PHH.0b013e318268aed8] [Medline: 23524306]

Pfefferbaum RL, Pfefferbaum B, Nitiéma P, Houston JB, Van Horn RL. Assessing community resilience: an application
of the expanded CART survey instrument with affiliated volunteer responders. Am Behav Sci. Sep 24, 2014;59(2):181-199.
[doi: 10.1177/0002764214550295]

Braun V, Clarke V. Using thematic analysisin psychology. Qual Res Psychol. Jan 2006;3(2):77-101. [doi:
10.1191/14780887060p0630a]

Braun V, Clarke V. Toward good practice in thematic analysis: avoiding common problems and be(com)ing a researcher.
Int J Transgend Health. 2023;24(1):1-6. [FREE Full text] [doi: 10.1080/26895269.2022.2129597] [Medline: 36713144]
Braun V, Clarke V. Doing reflexive TA. The University of Auckland. URL: https.//www.thematicanalysis.net/
doing-reflexive-tal [accessed 2024-04-29]

Zakour MJ. Macro-level interventions in disasters: theoretical foundations for improving mental health outcomes. Best
Pract Ment Health. 2019;15(2):16. [FREE Full text] [doi: 10.70256/567639vsskrb]

Wade D, Forbes D, Nursey J, Creamer M. A multi-level framework to guide mental health response following a natural
disaster. Bereave Care. Dec 2012;31(3):109-113. [doi: 10.1080/02682621.2012.740285]

Abramson DM, Grattan LM, Mayer B, Colten CE, Arosemena FA, Bedimo-Rung A, et al. The resilience activation
framework: a conceptual model of how accessto social resources promotes adaptation and rapid recovery in post-disaster
settings. JBehav Health Serv Res. Jan 29, 2015;42(1):42-57. [FREE Full text] [doi: 10.1007/s11414-014-9410-2] [Medline:
24870399

Saul J. Collective Trauma, Collective Healing: Promoting Community Resilience in the Aftermath of Disaster. London,
UK. Routledge; 2022.

Castillo EG, ljadi-Maghsoodi R, Shadravan S, Moore E, Mensah MO, Docherty M, et al. Community interventions to
promote mental health and social equity. Curr Psychiatry Rep. Mar 29, 2019;21(5):35. [FREE Full text] [doi:
10.1007/s11920-019-1017-0] [Medline: 30927093]

Abramson DM, Stehling-Ariza T, Park Y, Walsh L, Culp D. Measuring individual disaster recovery: a socioecological
framework. Disaster Med Public Health Prep. Sep 2010;4 Suppl 1:$46-S54. [doi: 10.1001/dmp.2010.14] [Medline: 23105035]
BarreraJr M, Castro F, Strycker L, Toobert D. Cultural adaptations of behavioral health interventions: a progress report.
J Consult Clin Psychol. Apr 2013;81(2):196-205. [FREE Full text] [doi: 10.1037/a0027085] [Medline: 22289132]

Hall GC, Ibaraki AY, Huang ER, Marti CN, Stice E. A meta-analysis of cultural adaptations of psychological interventions.
Behav Ther. Nov 2016;47(6):993-1014. [doi: 10.1016/j.beth.2016.09.005] [Medline: 27993346]

Heim E, Harper SM, Van HE, Carswell K, Maercker A, Kirmayer L. Cultural adaptation of scalable interventions. In:
Maercker A, Heim E, Kirmayer LJ, editors. Cultural Clinical Psychology and PTSD. Boston, MA. Hogrefe; 2019:218.
Powell T, Muller J, Lough B. Contextualization of mental health interventionsin global mental health. United States Agency
for International Development. URL: https://mhpssknowledgehub.sph.cuny.edu/resourcehub/

contextualization-of-mental -heal th-interventi ons-in-gl obal-mental -heal th/ [accessed 2024-04-29]

Marsiglia FF, Booth JM. Cultural adaptation of interventionsin real practice settings. Res Soc Work Pract. Jul 01,
2015;25(4):423-432. [FREE Full text] [doi: 10.1177/1049731514535989] [Medline: 26213454]

Rathod S, Gega L, Degnan A, Pikard J, Khan T, Husain N, et a. The current status of culturally adapted mental health
interventions: a practice-focused review of meta-analyses. Neuropsychiatr Dis Treat. 2018;14:165-178. [FREE Full text]
[doi: 10.2147/NDT.S138430] [Medline: 29379289]

Davey C, Hargreaves J, Thompson JA, Copas AJ, Beard E, Lewis JJ, et al. Analysis and reporting of stepped wedge
randomised controlled trials: synthesis and critical appraisal of published studies, 2010 to 2014. Trials. Aug 17,
2015;16(1):358. [FREE Full text] [doi: 10.1186/s13063-015-0838-3] [Medline: 26278667]

Mdege ND, Man M S, Taylor Nee Brown CA, Torgerson DJ. Systematic review of stepped wedge cluster randomized trials
shows that design is particularly used to evaluate interventions during routine implementation. J Clin Epidemiol. Sep
2011;64(9):936-948. [doi: 10.1016/}.jclinepi.2010.12.003] [Medline: 21411284]

https://www.researchprotocols.org/2025/1/e63723 JMIR Res Protoc 2025 | vol. 14 | 63723 | p. 17

(page number not for citation purposes)


http://dx.doi.org/10.1016/j.hrtlng.2018.09.014
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30391073&dopt=Abstract
http://dx.doi.org/10.1177/0739986318790733
https://europepmc.org/abstract/MED/31951288
http://dx.doi.org/10.1002/jcop.22315
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31951288&dopt=Abstract
https://europepmc.org/abstract/MED/28229014
https://europepmc.org/abstract/MED/28229014
http://dx.doi.org/10.1080/21665044.2016.1189068
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28229014&dopt=Abstract
http://dx.doi.org/10.1097/PHH.0b013e318268aed8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23524306&dopt=Abstract
http://dx.doi.org/10.1177/0002764214550295
http://dx.doi.org/10.1191/1478088706qp063oa
https://www.tandfonline.com/doi/10.1080/26895269.2022.2129597?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.1080/26895269.2022.2129597
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36713144&dopt=Abstract
https://www.thematicanalysis.net/doing-reflexive-ta/
https://www.thematicanalysis.net/doing-reflexive-ta/
https://go.gale.com/ps/i.do?id=GALE%7CA607064756&sid=googleScholar&v=2.1&it=r&linkaccess=abs&issn=1553555X&p=HRCA&sw=w&userGroupName=anon%7Ec5d087c4&aty=open-web-entry
http://dx.doi.org/10.70256/567639vsskrb
http://dx.doi.org/10.1080/02682621.2012.740285
https://europepmc.org/abstract/MED/24870399
http://dx.doi.org/10.1007/s11414-014-9410-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24870399&dopt=Abstract
https://europepmc.org/abstract/MED/30927093
http://dx.doi.org/10.1007/s11920-019-1017-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30927093&dopt=Abstract
http://dx.doi.org/10.1001/dmp.2010.14
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23105035&dopt=Abstract
https://europepmc.org/abstract/MED/22289132
http://dx.doi.org/10.1037/a0027085
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22289132&dopt=Abstract
http://dx.doi.org/10.1016/j.beth.2016.09.005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27993346&dopt=Abstract
https://mhpssknowledgehub.sph.cuny.edu/resourcehub/contextualization-of-mental-health-interventions-in-global-mental-health/
https://mhpssknowledgehub.sph.cuny.edu/resourcehub/contextualization-of-mental-health-interventions-in-global-mental-health/
https://europepmc.org/abstract/MED/26213454
http://dx.doi.org/10.1177/1049731514535989
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26213454&dopt=Abstract
https://www.tandfonline.com/doi/abs/10.2147/NDT.S138430?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.2147/NDT.S138430
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29379289&dopt=Abstract
https://trialsjournal.biomedcentral.com/articles/10.1186/s13063-015-0838-3
http://dx.doi.org/10.1186/s13063-015-0838-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26278667&dopt=Abstract
http://dx.doi.org/10.1016/j.jclinepi.2010.12.003
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21411284&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR RESEARCH PROTOCOLS Scott et al

119. Harrer M, Cuijpers P, Schuurmans LK, Kaiser T, Buntrock C, van Straten A, et al. Evaluation of randomized controlled
trials: aprimer and tutorial for mental health researchers. Trials. Aug 30, 2023;24(1):562. [FREE Full text] [doi:
10.1186/s13063-023-07596-3] [Medline: 37649083]

120. Bauerle A, JahreL, Teufel M, Jansen C, Musche V, SchwedaA, et al. Evaluation of the e-mental health mindfulness-based
and skills-based "CoPE It" intervention to reduce psychological distressin times of COVID-19: results of a bicentre
longitudinal study. Front Psychiatry. 2021;12:768132. [EREE Full text] [doi: 10.3389/fpsyt.2021.768132] [Medline:
34803775]

121. Cadamuro A, Birtel MD, Di Bernardo GA, Crapolicchio E, Vezzali L, Drury J. Resilience in children in the aftermath of
disasters: a systematic review and a new perspective on individual, interpersonal, group, and intergroup level factors.
Community Appl Soc Psy. Jan 07, 2021;31(3):259-275. [doi: 10.1002/casp.2500]

Abbreviations

AIM: Acceptability of Intervention Measure

CART: Communities Advancing Resilience Toolkit

CBO: community-based organization

CBPR: community-based participatory research

CF: community facilitator

CJoH: Cargivers Journey of Hope

CONSORT-SPI: Consolidated Standards of Reporting Trials—Social and Psychological Intervention
COPE: Communities Organizing for Power through Empathy
CSES: Coping Self-Efficacy Scale

DASS-21: Depression, Anxiety, and Stress Scale

FIM: Feasibility of Intervention Measure

IAM: Intervention Appropriateness Measure

ICC: intraclass correlation coefficient

MHFA: mental health first aid

MSPSS: Multidimensional Scale of Perceived Social Support
PD: psychological debriefing

PFA: psychological first aid

PSS: Perceived Stress Scale

PTSD: posttraumatic stress disorder

PTSS: posttraumatic stress symptoms

RCHC: Resilience and Coping for the Healthcare Community
SW-CRT: stepped-wedge cluster randomized trial

TBR: Together Baton Rouge

Edited by A Schwartz, T Leung; submitted 27.06.24; peer-reviewed by PJ Tully, R Nooripour; comments to author 03.10.24; revised
version received 14.12.24; accepted 20.03.25; published 20.05.25

Please cite as:

Scott J, Powell T, Lee-Johnson NM

The Communities Organizing for Power Through Empathy (COPE) Community-Based Intervention to Improve Adult Mental Health
During Disasters and Crises. Protocol for a Sepped-Wedge Cluster Randomized Trial

JMIR Res Protoc 2025; 14:€63723

URL.: https://www.researchprotocols.org/2025/1/e63723

doi: 10.2196/63723

PMID:

©Jennifer Scott, Tara Powell, Natasha M Lee-Johnson. Originally published in JMIR Research Protocols
(https://www.researchprotocols.org), 20.05.2025. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in IMIR Research Protocols, is properly cited. The
complete bibliographic information, a link to the original publication on https:.//www.researchprotocols.org, as well as this
copyright and license information must be included.

https://www.researchprotocols.org/2025/1/e63723 JMIR Res Protoc 2025 | vol. 14 | 63723 | p. 18
(page number not for citation purposes)

RenderX


https://trialsjournal.biomedcentral.com/articles/10.1186/s13063-023-07596-3
http://dx.doi.org/10.1186/s13063-023-07596-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=37649083&dopt=Abstract
https://europepmc.org/abstract/MED/34803775
http://dx.doi.org/10.3389/fpsyt.2021.768132
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34803775&dopt=Abstract
http://dx.doi.org/10.1002/casp.2500
https://www.researchprotocols.org/2025/1/e63723
http://dx.doi.org/10.2196/63723
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

