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Building Community 
Capacity for Rapid Response 
to State Health Crises:

Learning from HIV/AIDS among 
Asian Americans and Pacific Islanders (AAPIs) 

Lois M. Takahashi and Michelle G. Magalong

Abstract
Health crises have become a significant threat to the well-

being and quality of life of California’s residents, with SARS and 
avian influenza the most obvious recent examples of such threats.  
The State of California has engaged in significant efforts at the state 
and local levels to devise plans and strategies to address emerg-
ing health threats, including rapid spread of infectious disease 
and bioterrorism; however, there remain significant gaps, particu-
larly concerning the rapidity and effectiveness of communication 
to California’s growing immigrant population.  We argue that 
enhancing community-based organization (CBO) capacity to ad-
dress health crises such as potential pandemics is a necessary yet 
overlooked component.  This article uses capacity building regard-
ing HIV/AIDS prevention in the Asian American and Pacific Is-
lander (AAPI) communities in Southern California as a new model 
of emergency preparedness, one that leverages the untapped re-
sources in CBOs.  

Gaps in California State Response to Health Crises 
The State of California has engaged in significant efforts at 

the state and local levels to devise plans and strategies to address 
emerging health threats, including rapid spread of infectious dis-
ease and bioterrorism; however, while these efforts are necessary 
and potentially effective, there remain significant gaps, particu-
larly concerning the rapidity and effectiveness of communication 
to California’s growing immigrant population.  Reaching Califor-
nia’s immigrant population is particularly critical during health 
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emergencies because they constitute a significant part of the state’s 
population.  According to the Public Policy Institute of California: 

California has not only more immigrants but also a greater 
proportion of immigrants than any other state in the nation.  
More than one-fourth of all Californians are foreign born, and 
over 30 percent of these immigrants are estimated to be un-
documented.1

Many of these immigrants are linguistically isolated and con-
sequently need language- and culturally-specific and appropriate 
messages and messengers with respect to health crises and emergen-
cy preparedness.  These populations therefore constitute a significant 
focus of any comprehensive statewide effort that aims to improve 
emergency preparedness.  Much research and policy concerning im-
migrants and health crises have centered on health disparities, which 
have been primarily addressed through federal efforts and programs.  
But while federal programs such as REACH 2010, through the Cen-
ters for Disease Control and Prevention (CDC), have done much to 
focus policy attention on the role that community-based organiza-
tions may play in reducing health disparities and improving health 
outcomes, there has been less attention paid by state policymakers 
and legislators, in California and other states, to understanding 
the ways that nongovernmental organizations might play a criti-
cal role in a comprehensive emergency health management plan.  
There have been past efforts to provide multilanguage information 
to households and communities in California concerning potential 
health crises, such as the Governor’s Office of Emergency Services 
(OES) public service announcements concerning avian influenza in 
English, Spanish, and Cantonese.  However, there is much work to 
be done to ensure that emerging health crises are addressed in ways 
that reach linguistically isolated and low literacy populations, many 
of whom are unfamiliar with and distrustful of formal medical ser-
vices and government agencies at multiple scales.

Therefore, the aim of this paper is to provide a culturally 
sensitive model whereby state legislators and policy makers can 
understand, enhance, and leverage the capacity of community-
based organizations, especially those based in immigrant and im-
poverished communities, to address health emergencies, and in 
so doing, to become part of the ongoing effort to synchronize and 
coordinate federal, state, county, and municipal efforts at data col-
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lection, information dissemination, and medical care access and 
delivery.  This policy paper outlines the ways in which HIV/AIDS 
prevention in the Asian American and Pacific Islander (AAPI) com-
munities in Southern California point to a new model of emergency 
preparedness, one that leverages the untapped resources in com-
munity-based organizations to disseminate accurate, trusted, and 
rapid information to immigrant populations throughout the state 
of California.  This model complements rather than replaces current 
efforts at statewide coordination of emergency planning and imple-
mentation, and offers a way for understanding the assets of commu-
nity-based organizations in the wider health emergency planning 
effort in California and other states with large immigrant commu-
nities.  HIV/AIDS prevention among Asian American and Pacific 
Islander community-based organizations is used as a case study to 
provide illustrations, lessons, and best practices models about how 
to expand and leverage community resources to enable legislators 
and policymakers to stabilize, sustain, and draw on these frontline 
resources in the case of a statewide health emergency.

The paper proceeds in the following manner.  First, to pro-
vide examples of current and recent health crises that critically af-
fect Asian American and Pacific Islander communities in Califor-
nia, two highly infectious and emerging diseases, SARS and avian 
influenza, are described.  Next, a brief overview is provided of cur-
rent approaches to emergency preparedness in California, especial-
ly focused on health crises and emergencies (though much of this 
debate tends to focus on bioterrorism rather than highly infectious 
diseases).  The paper then turns to background on HIV/AIDS pre-
vention in Asian American and Pacific Islander communities, and 
an example of rapid response to sexually transmitted disease in 
Los Angeles, and how these experiences provide important lessons 
in terms of the gaps in conventional approaches to preparedness.  
The paper then provides a model of capacity building for highly 
technical and dynamic health crises (of which SARS and avian 
influenza are examples), using HIV/AIDS prevention by Asian 
American and Pacific Islander community-based organizations as 
a case study.  Though HIV/AIDS does not represent a health con-
dition with potentially rapid infectious qualities such as SARS and 
avian influenza, HIV/AIDS does share characteristics with SARS 
and avian influenza such as population misinformation and lack 
of knowledge, and potential high levels of fear and stigmatization.  
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The paper concludes with policy recommendations given this new 
model, indicating ways that legislators and policy makers can best 
enhance and leverage the capacity of community-based organiza-
tions to help address health emergencies statewide.

Examples of Rapid Health Emergencies 
in California:  SARS and Avian Influenza

Though much health policy and research has focused on bio-
terrorism (e.g. Gerberding et al., 2001), public health crises have 
increasingly emerged as vital challenges to public emergency pre-
paredness.  SARS and avian influenza are two particularly impor-
tant potential pandemics that have tested government capacity 
to deal with rapidly emerging health crises.  These two potential 
pandemics are particularly important for California as many of the 
state’s immigrant population groups came from countries associ-
ated with emergence and outbreaks of these two conditions, and 
there is much travel by California residents between California 
and Asian nations.

SARS (severe acute respiratory syndrome) was first identified 
in Hong Kong, China, and Vietnam with the World Health Orga-
nization sending out a worldwide alert in early 2003 (Booth et al., 
2003).  SARS has since been diagnosed across the globe.  Perhaps 
part of the challenge of identifying and managing SARS is that the 
symptoms consist of headache/fever, diarrhea, and cough, which 
may be misinterpreted by those infected as something less virulent 
(such as a cold or less severe influenza) (Booth et al., 2003).2  The 
important lessons from the SARS experience is that though SARS 
has largely disappeared from the public consciousness, and is de-
scribed as  “moderately transmissible” (Riley et al., 2003), what is 
clear from this pandemic is that international travel, lack of infor-
mation in the community, and misdiagnosis can have potentially 
large-scale negative impacts on population health.

Avian influenza has yet to see widespread human-to-human 
transmission.  Up to this point, transmission of the avian influenza 
A (H5N1) virus has been largely confined to infected poultry and 
people who had close contact with these domestic bird species, 
though there have been isolated examples of possible human-to-
human transmission.  Research on avian influenza indicates that 
the disease can affect all domestic bird species, and also will likely 
affect feral birds depending on contact between domestic and wild 
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bird species (Alexander, 2000).  Avian influenza is not a new dis-
ease, however, the “highly pathogenic” H5N1 in early 2004 infect-
ed an estimated forty-four persons in eight Asian countries, with 
thirty-two dying (Ungchusak et al., 2005; Hien et al., 2004).3 There 
are potentially severe impacts on California’s population if avian 
influenza is not quickly and accurately recognized by households 
and medical service providers.4 

These two recent and highly contagious diseases point to a 
need to clarify how best to educate and inform individuals, house-
holds, and communities, particularly those in communities that 
might be exposed to SARS or avian influenza (or other highly con-
tagious infectious diseases).

Emergency Health Preparedness in California
Concerns about bioterrorism, rapid disease infections, natu-

ral disasters, and other issues have led states to look to varying 
approaches to improve and enhance emergency preparedness.  
The State of California has multiple individuals and agencies re-
sponsible for addressing natural disasters, health emergencies, 
and most recently, (bio)terrorism (Bea et al., 2004).  A recent report, 
however, indicates that California is one of four states to receive 
the lowest score nationwide in terms of emergency preparedness 
for disease, disaster, and bioterrorism; the other low-rated states 
are Iowa, Maryland, and New Jersey (the states receiving the high-
est score in this report are Oklahoma and Kansas) (Cubanski et al., 
2002; Trust for America’s Health, 2006).5

In an attempt to systematize public health response to emer-
gencies, the federal government, through the CDC, provided grant 
support to researchers to develop a model emergency health pow-
ers act that could be used by states across the country to deal with 
health crises associated with bioterrorism and highly infectious 
disease (Gostin et al., 2002).  This model act was created in part to 
counteract the incremental nature of legislative and legal response 
to diseases as they emerged.  Instead, the model act was aimed at 
addressing vastly different health codes across the fifty states, frag-
mentation in public health policies within states, and the lack of 
required planning for such health emergencies.  As of 2003, twenty 
states and the District of Columbia had enacted parts of this model 
act.6  Critics of this approach argued that this model act allowed 
the state to “take” private property (including firearms), quaran-
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tine populations including those living with HIV/AIDS, and vac-
cinate without permission.

Based on this model, California Assemblyman Keith Richman 
introduced AB 1763 in January 2002, called the Emergency Health 
Powers Act, which would have added a Division to California’s 
Health and Safety Code.  The bill provided for, among other powers, 
state-mandated new duties for reporting by health care providers, 
coroners, medical examiners, and local law enforcement agencies, 
the ability to declare a state of public health emergency by the Gov-
ernor, which would activate state, local, and other disaster emergen-
cy plans, and perhaps, most controversially, authorize public health 
authorities during a declared state of public emergency to medically 
examine, test, vaccinate, and treat individuals for infectious disease 
even without these individuals’ consent, and allow the Governor to 
use private property.7 The bill encountered opposition from advo-
cacy groups from the left and right; the ACLU argued that the AB 
1763 minimized checks and balances, provided too broad emergen-
cy authority, and did not provide privacy protection.  Assemblyman 
Richman amended the bill in April 2002, to focus on creating a Public 
Health Emergency Powers Commission.  The Assembly Committee 
on Health approved this amended bill, 13-1; however, the bill was 
“later held under submission in the Appropriations Committee.”8  

Assemblyman Richman introduced another Emergency 
Health Powers Act bill in January 2003 (AB 206),9 without some of 
the more controversial elements from the previous bill (e.g., author-
ity to vaccinate individuals).  This bill or an amended version was 
supported by the Health Officers Association of California (HOAC), 
Kaiser Permanente, and the California Optometric Association.  This 
bill engaged opposition by various individuals and groups, such as 
the California State Association of Counties (CSAC), County Health 
Executives Association of California (CHEAC), Child and Family 
Protection Association of California (CFPAC), Association of Ameri-
can Physicians and Surgeons, Inc., City and County of San Fran-
cisco, and the American Civil Liberties Union (ACLU).  Among the 
arguments in opposition were that existing laws were adequate to 
address the issues raised in the bill, and that the bill provided for 
inappropriate police powers and Governor authority.  AB 206 died 
in committee in February 2004.

Since such debates, there has not been a lack of legislation 
enacted to address emergency health management in the State 
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of California.  In 2006, for example, state legislation was passed 
to increase coordination among agencies, improve data sharing, 
and enhance preparedness plans.10 Currently, there are efforts to 
improve the effectiveness of the Governor’s Office of Emergency 
Services (OES) by developing a plan that assesses the state’s medi-
cal service system in terms of its “surge capacity” (that is, its ability 
to cope with a large increase in patients and individuals needing 
care following a disaster),11 and a recent California Department of 
Health Services (DHS) plan for dealing with a potential influenza 
pandemic (California Department of Health Services, 2006).

California’s state governmental bureaucracy faces many in-
stitutional obstacles in working to design and implement a state-
wide rapid emergency health response.  OES regions are large and 
diverse, for example, the southern region consists of such diverse 
counties as Los Angeles, Mono, San Luis Obispo, and Imperial 
among others, representing distinct needs for information, differ-
ent types of local and county governance structures, and varying 
characteristics concerning possible outbreaks and potential public 
health response.  Another example is that while the recent Califor-
nia DHS plan for pandemic influenza highlights the need for en-
hanced public health agency capacity for coordination, outreach, 
testing, and diagnosis, effective implementation will also largely 
depend on the ability of organizations to disseminate trustworthy, 
credible, and rapid information and suggested actions to a very 
diverse and multilingual population.  The plan refers to these chal-
lenges, but implementing such a plan will require the active partic-
ipation of community-based and other civil service organizations 
based in local neighborhoods.  Emergency preparedness requires 
the connection between public agencies and a primarily untapped 
resource available especially in immigrant communities for rapid 
response, that is, community-based organizations, that will enable 
culturally appropriate and cost-effective means.

Community Based Organizations as Rapid First 
Responders:  Lessons from HIV/AIDS Prevention 
and Sexually Transmitted Disease Response

One principal component of emergency preparedness at the 
federal level concerning bioterrorism and health crises involves 
“enhanced communications” (Rotz et al., 2002).  Community-
based organizations, in contrast to federal, state, county, and mu-
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nicipal agencies, work more directly in and with individuals and 
households, many represent hard-to-reach communities, act as 
opinion leaders, have built networks of information (both in terms 
of collection and dissemination), and perhaps most importantly, 
participate in local communities of trust.

HIV/AIDS prevention in immigrant communities provides 
important lessons for how legislators, policy makers, and stake-
holders may leverage community resources to rapidly respond 
to politically charged and stigmatized conditions, such as SARS 
and avian influenza.  For example, the Asian American and Pa-
cific Islander population is the fastest growing and one of the 
most diverse minority populations in California; it encompasses 
forty-three different ethnic groups and more than 100 different lan-
guages.  According to the 2000 Census, about 35.1 percent of Asian 
households are linguistically isolated in Los Angeles County, com-
pared to only 15.2 percent in the general population.  Though AIDS 
case rates for AAPI populations in the U.S.  remain low compared 
to other communities of color, the numbers are steadily rising.  

The barriers to HIV/AIDS prevention and care among AA-
PIs are significant.  

v	Stigma, racism, homophobia, shame, and linguistic isolation 
result in a lack of language-specific programs, reduced access 
to healthcare, avoidance of HIV testing, and delay of care until 
later stages of HIV/AIDS among AAPIs (Takahashi, 1997).
v	Cultural norms and taboos limit public discussion about 
sexual practices, and risk behaviors such as drug use and dis-
closure of homosexuality and drug use are associated with 
shame, loss of face, and stigma (Nemoto et al., 2003).
v	The fear of deportation if found to be infected with HIV 
prevents many immigrants from seeking information or HIV 
testing (Kahle et al., 2005).  To complicate matters further, AAPI 
immigrants fear denial of permanent residency due to HIV 
positive status and lack health coverage.
v	Distrust of physicians, and more general mistrust of social 
institutions outside local communities because of societal fears 
concerning global terrorism and epidemics (e.g., SARS and most 
recently avian influenza) severely limit access to current and reli-
able information and services (Takahashi and Magalong, 2007).

Cultural and linguistic diversity serves as a major barrier for 
this population because intervention strategies must address the 
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cultural and linguistic differences among ethnic groups in order to 
effectively prevent or treat illnesses and disease.  Likewise, AAPIs 
seeking medical help and information must often negotiate unfamil-
iar medical systems, agencies for which they have developed limited 
trust, and settings where staff do not speak their languages (Nemoto 
et al., 2003).  For this immigrant population then, which is largely 
distrustful, unaware, and linguistically isolated from formal public 
health and medical service providers, community-based organiza-
tions may be the best organizational conduit for rapid response to 
hard-to-reach individuals and groups (Yoshikawa et al., 2003).

One study of rapid response to an infectious syphilis outbreak 
in Los Angeles from December 1999 to September 2000 provides 
insight into how such a system might be designed and its potential 
effectiveness (see Table 1 below) (Chen et al., 2002).  This “multi-
faceted response” was used in March 2000 to address an outbreak 
of infectious syphilis among men who have sex with men (MSM), 
who were deemed to be at highest risk and constituted the target 
population for this rapid response effort.  Though the authors cau-
tion that a scientific assessment was not made of the impact of this 
plan and response, they do believe that this approach resulted in 
“a faster decline in the outbreak than would have been expected.” 
Using this system, eighty-nine early syphilis cases among MSM 
were identified and treated, and twenty-one of the partners, room-
mates, or friends of these eighty-nine MSM were “preventatively 
treated” (six were diagnosed were early syphilis).  The following 
steps were used to establish that an outbreak had occurred, to rap-
idly disseminate information, training, and testing services, and to 
activate coordinated surveillance activities.  

This study highlights the high degree of coordination and 
roles for local, county, state, and federal agencies necessary in 
identifying an outbreak, in rapid surveillance and monitoring, and 
adequate resources for outreach, testing, diagnosis, and treatment.  
One of the critical components of this approach, however, that 
has largely been missing from ongoing debates concerning health 
emergencies is the role of community-based organizations and lo-
cal venues in effectively addressing, in a rapid way, public health 
crises.  But, one of the issues here remains the uneven and at times 
tenuous state of community-based organizations in their efforts to 
continue to provide high quality services to their constituents.  It is 
to this issue that the paper now turns.
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Table 1.  Local Outbreak Plan1 and Sample Multifaceted Response 

Component Activity Plan
Sample Response of 

Infectious syphilis outbreak

Provider 
awareness

Weekly e-mail updates; 
monthly newsletter; press 
release, media coverage; 

STD training sessions

HIV/AIDS early intervention providers 
(EIPs) identified 40% of the 89 early 

syphilis cases, private clinicians & HMOs 
(26%), STD clinics (10%), & STD program 
case managers, mobile van screenings, & 
screenings at correctional facilities (24%).  
Letters & press releases about the outbreak 

were distributed to health providers.

Community-
based 

organization 
recruitment & 
participation

Education of affected & 
nonaffected communities; 

community forums; 
service planning area 

meetings; implementation 
of screening

Three community-based organizations 
(CBOs) were recruited to assist in 

containment efforts & establish awareness 
of outbreak. Stakeholders were provided 
training on current guidelines for testing, 

diagnosis, & treatment.

Media 
campaign

Initial press release; print 
advertising & media; 

radio advertising; Internet 
advertising

A $450,000 media campaign was designed 
& implemented with input from the County 

STD program, & six CBOs. The varied 
products used were in English & Spanish. 

Community 
outreach: 

education & 
screening

Social & recreational 
sites; public health 

facilities; community 
centers; street-based sites; 

mobile van

Screening was conducted at 65 sites during 
80 different events, resulting in 6000 

syphilis tests. Mobile van screening was 
conducted at 24 sites.

Correctional 
facility

Targeted testing; 
screening for STDs; 

treatment; education & 
counseling

Screening & a single dose treatment were 
provided to self-identified MSM inmates; 
811 inmates were screened for syphilis.

Enhanced 
active 

surveillance 
& rapid 

evaluation 

Reactor grid suspension; 
screening; case 

management; social 
networking clustering; 
weekly case analysis; 

epidemiologic analysis; 
communication-needs 

assessment

Enhanced active surveillance with “sus-
pension of the reactor grid, intensified case 

management, & targeted efforts toward 
MSM populations;” “a daily outbreak update 

& weekly case analysis” were instituted. 
Most individual cases were interviewed & 
treatment was available for each patient 

& their social networks. Rapid evaluation 
included daily outbreak update & weekly 

case analysis. 

Interagency 
collaboration

Intensified interstate 
communication control 

records; integrated 
services with local 

programs; investigation 
by state & CDC officers

Interagency collaboration included 
public agencies & CBOs, with “143 rapid 
outbreak response partners from 20 public 
& 30 private organizations” to coordinate 

outreach & surveillance activities.

CDC=Centers for Disease Control and Prevention (Atlanta, GA); STD=sexually transmitted disease

1.	Adapted from Table 1, Chen, James L., Dulmini Kodagoda, A. Michael Lawrence, and Peter R. Kerndt.  
2002.  “Rapid Public Health Interventions in Response to an Outbreak of Syphilis in Los Angeles.”  
Sexually Transmitted Diseases 29(5):  277-284.
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Expanding Capacity for Highly Technical, Dynamic 
Health Crisis Response:  Lessons from HIV/AIDS 
Prevention Capacity Building among AAPI Organizations 

Similarly, researchers have long advocated improving and 
expanding the capacity of community-based organizations in di-
verse minority populations for HIV/AIDS prevention as the criti-
cal component in reducing HIV transmission  (Kelly et al., 2000; 
Myrick et al., 2005; Ramos et al., 2006).  In the context of these myr-
iad challenges, the ways that organizational capacity can be ex-
panded in culturally appropriate ways for HIV/AIDS prevention 
have important lessons for how community resources might be 
leveraged for quickly responding to potential health emergencies 
(Takahashi and Smutny, 1998).  Organizations participating in such 
capacity building programs have indicated greater leadership, 
more potential to interact with media outlets, and greater ability 
to design and implement culturally appropriate HIV prevention 
programs (Sheth et al., 2007).

Organizational capacity can be defined as the degree to which 
organizations address problems to attain specified goals.  There 
are internal and external organizational factors that determine or-
ganizational capacity, both in terms of current abilities and orga-
nizational gaps, especially resources (funding, information, etc.), 
relationships (including agency networks and trust with program 
participants), and leadership.  One study reviewed the scholarly 
literature and found four basic approaches to capacity building 
in health:  top-down, bottom-up, partnerships, and community 
organizing (Table 2).  Each of these approaches had distinct foci, 
strategies, and measures to indicate effectiveness.

The ability of community-based organizations (CBOs) to 
provide culturally effective and appropriate HIV/AIDS preven-
tion programs requires several elements.  First, CBOs must be able 
to convey complex information to at-risk populations who have a 
wide array of sometimes conflicting needs (Altman, 2003).  HIV/
AIDS remains highly stigmatized, creating a complex set of cul-
tural and societal obstacles within which prevention must be ef-
fectively designed (Takahashi, 1998; Valdisseri, 2005).  At a simple 
level, culturally appropriate HIV/AIDS prevention may include 
multiethnic staff with multilingual skills, but effective strategies 
should also include sensitivity to diverse backgrounds, and gain-
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Table 2. Capacity Building Approaches1

Approach Focus Strategies Measures

Top-down
Procedural 

change

Organizational change, 
develop organizational 

infrastructure

Changes in 
policy, resource 

allocation

Bottom-up Staff training Build staff expertise Development of 
skills, workforce

Partnerships
Organizational 
relationships

Build partnerships, 
coalitions, alliances

Collaborative 
activities, 

network density

Community 
organizing

Participation & 
mobilization

Empowerment, expand 
community participation

Community 
ownership & 
involvement

1	 Beth R. Crisp, Hal Swerissen, and Stephen J. Duckett.  2000.  “Four Approaches to Capacity 
Building in Health:  Consequences for Measurement and Accountability.”  Health Promotion 
International 15(2).

ing trust of groups distrustful of public agencies and medical ser-
vice providers (Takahashi et al., 2001).  

One model of capacity building for AAPI community-based 
organizations providing HIV/AIDS prevention consists of three 
basic components:  organizational stability and viability, organi-
zational commitment to HIV/AIDS issues, and HIV knowledge 
environments (Figure 1) (Takahashi et al., 2007).  The first compo-
nent, organizational stability and viability, refers to both the ability 
of an organization to sustain itself with reasonable expectations 
about funding levels, staff, policy mandates, and target popula-
tion needs, but also the ability to adapt programs to accommodate 
changing conditions.  With the high turnover typically associated 
with CBO staff because of generally low wage levels, CBO organi-
zational stability is quite difficult.  Gaining new funding sources, 
diversified target populations, and more partnerships, that is, more 
organizational viability, however, may work at cross purposes with 
goals of organizational stability, which aims at steady state condi-
tions and expectations for minimal organizational change (Taka-
hashi and Smutny, 2002).  In terms of emergency preparedness, 
volatility in CBO expansion and decline define a complex and dy-
namic organizational environment for emergency health planning 
and implementation.



111

Takahashi and Magalong

The second component, organizational commitment to HIV/
AIDS issues, means that organizational leadership, mission, and vi-
sion must be tied to HIV/AIDS prevention.  In other words, HIV/
AIDS prevention must be a vital element in an organization’s mis-
sion, strategic planning, and regular programs and services.  With-
out organizational commitment, organizational stability/viability 
will likely not result in ongoing investment in enhancing knowledge 
environments.  In terms of emergency preparedness, CBO mission, 
vision, and organizational planning must dovetail in clear ways with 
broader health emergency planning goals and objectives.  Without 
this clear organizational overlap in mission, goals, and objectives, 
partnerships and coordination will be fragile.

The third component consists of knowledge environments.  
Particularly for highly complex and newly emerging infectious 
diseases, the ability for CBOs to understand and apply new and 
often technical information is critical to the ability to provide cul-
turally appropriate HIV/AIDS prevention programs, and in turn, 
for participating in emergency preparedness planning and imple-
mentation.  Knowledge environments are defined by:  (1) informa-
tion collection from both inside and outside the CBO; (2) ability 
to access technical knowledge, and if knowledge is not available 
within the CBO, the ability to access experts; and (3) having both 
redundancy within CBOs (“cross-functioning”) and diverse skills 
so that mutual understanding is possible within CBOs (because 
mutual understanding can lead to innovation when the CBO is 
faced with new problems) (Cohen and Levinthal, 1990).  For CBO 
capacity to engage in culturally appropriate and effective HIV/
AIDS prevention, three subcomponents are important:  technical 
knowledge about HIV transmission and prevention; understand-
ing about cultural norms and community issues that define HIV/
AIDS in target populations, and how to overcome or leverage 
these norms and issues; and organizational commitment to reduce 
stigma toward HIV/AIDS within the CBO.  In terms of emergency 
preparedness, knowledge environments would require the ability 
to understand and access technical information concerning health 
emergencies, along with the ability to understand and overcome 
community and cultural norms preventing or obstructing indi-
vidual, household, and community behaviors that impede health 
emergency planning and implementation.
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Figure 1. Model for AAPI CBO Capacity Building1
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for HIV prevention
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Recommendations for CBOs
To expand CBO capacity for culturally appropriate and ef-

fective health emergency planning and implementation, technical 
assistance can be effectively used to enhance any of these compo-
nents, using top-down, bottom-up, partnerships, and community 
organizing approaches described previously.  CBO organizational 
viability may be enhanced through technical assistance to CBO 
directors by focusing on improving knowledge of strategic plan-
ning and fundraising (top-down), while technical assistance may 
also improve CBO organizational stability by increasing staff ex-
pertise (bottom-up).  Technical assistance might provide tools to 
CBOs for coalition expansion to bridge to public health and med-
ical service providers (partnerships), and models for mobilizing 
residents and target populations engaging in emergency health 
planning (community organizing).  However, without capacity 
building across all three of the basic CBO capacity building com-
ponents simultaneously, sustaining culturally appropriate pro-
grams is unlikely.

One study indicated that over a three-year period, AAPI or-
ganizations targeted for increasing capacity in HIV/AIDS preven-
tion experienced improvements in organizational viability (finan-
cial management, external relations, and strategic management) 
(Takahashi et al, 2007).  However, during the same period, many 
of these CBOs experienced large increases in staff and Board mem-
bership (which reduced organizational stability).  The changes in 
CBO organizational capacity across many areas meant, perhaps 
not surprisingly, that the CBOs wanted different skills as their ca-
pacities changed—for example, at the end of the three-year pro-
gram, several participants wanted more strategic planning assis-
tance, and skills to incorporate program evaluation into program 
design.  Thus, technical assistance focused on viability/growth 
(e.g.  fundraising, strategic management) may be useful to most 
organizations, while assistance with stability and streamlining 
(e.g., program evaluation) may be most useful to organizations 
that have reached a critical level of sustainable capacity.  In any 
case, what is clear is that organizational development will need 
to be taken into account when trying to expand CBO capacity to 
participate in health emergency planning and program imple-
mentation.
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Policy Recommendations
Legislators and policymakers focused on health emergency 

planning and implementation for the State of California need to 
broaden the scope of emergency health planning, policy design, 
and program implementation to respond to the rapid growth of 
California’s immigrant population, many of whom are linguisti-
cally isolated, distrustful of public agencies and medical service 
providers, and hard-to-reach.  Statewide efforts to plan and rap-
idly response to health crises and emergencies will do little if all af-
fected individuals, households, and communities are not informed 
and educated in a timely and effective manner.

This policy paper has argued that to design effective state-
wide health emergency policies, plans, and programs, legislators 
and policymakers must centrally incorporate community-based 
organizations (CBOs).  However, to ensure that CBOs are active 
and effective participants in this process, the following lessons 
from capacity building among Asian American and Pacific Island-
er CBOs in HIV/AIDS prevention are especially important (Taka-
hashi et al., 2007):  

(1)	culturally appropriate CBO capacity building for health 
emergency planning and implementation must address CBO 
stability/viability, organizational commitment, and knowl-
edge environments at the same time; 
(2)	CBO capacity can be expanded in a relatively short period 
of time, even in a context of severe budget challenges and or-
ganizational turbulence; 
(3)	knowledge environments can be affected by process as 
well as content—workshops and one-on-one contacts are use-
ful for conveying information and developing skills, but in 
addition, communication can be effectively enhanced through 
processes that include organizations with distinct missions 
that provide substantive opportunities for interaction;14

(4)	as CBO capacity increases, viability/stability and knowl-
edge environments will change, meaning that different types 
of technical assistance will be needed depending on organiza-
tional developmental stage and needs.

The California State Legislature and Governor’s Office should 
mandate not only that CBOs be included in statewide planning for 
health crises and emergencies, but based on the results reported in 
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this paper, policy makers and state agencies should devise mecha-
nisms that expand CBO capacity, particularly those CBOs based in 
linguistically isolated, immigrant communities, to be active partici-
pants in statewide health emergency planning and rapid response.  

v	Initial steps:  Working with already existing coalitions or 
working groups of CBOs working on HIV/AIDS, tuberculo-
sis, hepatitis, and other infectious conditions is a cost effective 
means of disseminating information and building trust be-
tween state agencies and CBOs.  Initial steps should include 
outreach by state health agencies responsible for statewide 
health emergency planning and response to these existing co-
alitions and working groups, development of a database of 
CBOs for information dissemination, and convening of state-
wide discussions on current and existing emergency health 
policies with these CBOs for information exchange and rela-
tionship building.
v	Expanding knowledge environments:  State agencies respon-
sible for health emergency planning and response should pro-
vide technical assistance to CBOs in understanding state agency 
organizational practices and procedures, translating scientific 
and medical information about emerging statewide health cri-
ses, and developing skills in communicating with state agencies 
and policy makers.  Providing such assistance through credible 
organizations (such as existing coalitions or working groups 
of CBOs) is necessary to overcome suspicion and lack of trust 
within immigrant communities of government and law enforce-
ment agencies.  Both one-on-one interactions (state agency rep-
resentatives and CBO staff) and group sessions (state agency 
representatives and multiple CBOs) are effective means for 
information dissemination and knowledge building.  
v	Ensuring organizational stability:  Policy makers and state 
agencies must recognize that CBOs must be provided finan-
cial support to enable their long-term participation in state-
wide health emergency planning and rapid response.  CBOs 
providing services to linguistically isolated, immigrant com-
munities face a myriad of pressures and are generally under-
funded.  For long-term participation by CBOs in statewide 
emergency health planning and response, CBO viability and 
stability is a necessary prerequisite.  

Centrally incorporating CBOs in health emergency planning 
and program implementation will ensure that hard-to-reach indi-
viduals, households, and communities will be informed and edu-
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cated in a timely manner, and in so doing, will provide the best 
opportunity for the State of California, and other states across the 
nation, to maintain population health and safety.  
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