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Abstract
Background
Mental health research in Canada is not only underfunded but there remains an inequitable distribution of funding to address unmet needs especially in clinical and applied research. In 2018, the legalization of cannabis for non-medical use in Canada sparked the need to examine the relationship between cannabis use and mental health. The federal government allocated $10 M over 5 years to the Mental Health Commission of Canada (MHCC), a pan-Canadian health organization funded at arm’s length by the federal government.

Methods
In 2020, the MHCC implemented an innovative community-based research (CBR) program to investigate this relationship among priority populations including people who use cannabis and live with mental illness, First Nations, Inuit and Métis, two-spirit, lesbian, gay, bisexual, trans and/or queer (2SLGBTQ+) individuals, and racialized populations. Extensive consultations, a scoping review and an environmental scan set the research agenda. Key program components included a review committee with representation from diverse priority populations, extensive proposal-writing support for applicants, and capacity bridging workshops for the 14 funded projects.

Results
Of the 14 funded research projects, 6 focus on and are led by Indigenous communities, 5 focus on other equity-seeking populations, and 9 explore the perceived patterns, influence and effects of use including benefits and harms. Lessons learned include the importance of a health equity lens and diverse sources of knowledge setting the CBR research agenda. In addition to capacity bridging that promote equitable roles among knowledge co-producers as well as the critical role of organizational support in increasing research productivity, especially in the area of mental health and cannabis use where there is a need for more applied research.

Conclusion
Centering equity and lived and living experience strengthened the rationale for investments and ensured user-led evidence generation and utilization – a key public health gain. Organizational support for proposal development and capacity bridging yields significant value that can be replicated in future CBR initiatives.
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Introduction
The global underinvestment in mental health research is well-known, with several calls for action from both low and high income countries for increased funding and mental health research prioritization [1–4]. In Canada, mental health research grants are about ten times smaller when compared to the United States and the United Kingdom, and the majority of mental health research investments focus on hospital-related service provision rather than applied research with a focus on prevention [3]. In this research environment, community-based research (CBR) that is led by equity-seeking populations and centred in lived and living experience is often found lower down the list of mental health research priorities. As recommended in the Mental Health Strategy for Canada [5], meaningful engagement of people with lived and living experience (PWLLE) in policy research and planning is critical for advancing system transformation, and for ensuring that reforms address high levels of unmet mental health needs [6, 7].
Following the legalization of cannabis for non-medical use in Canada in 2018, the Mental Health Commission of Canada (MHCC), a pan-Canadian health organization funded by but at arms length from the federal government, received $10 million from the federal government to study the impact of cannabis on the mental health of Canadians [8]. The MHCC first commissioned an environmental scan and scoping review conducted by the University of Calgary to get the full picture of cannabis use and mental health outcomes in the Canadian context [9]. Findings from the scan and review identified the following research gaps and priorities: (i) longitudinal studies to help clarify the complex relationship between cannabis use and mental health outcomes; (ii) studies that explore the different modes of consumption of cannabis and account for such differences; (iii) a focus on specific populations as very little research focused on outcomes in specific groups such as seniors, two-Spirit, lesbian, gay, bisexual, trans and/or queer (2SLGBTQ+) individuals, Indigenous communities, and immigrant, refugee, ethnocultural, and racialized populations – with considerations of social determinants of health, including age, sex and gender, income, education level, and past experiences of trauma; and (iv) qualitative studies that centre the insights from PWLLE of cannabis use, including research into the potential benefits of casual and moderate cannabis use. These recommendations shaped two streams of research grants: academic research awarded through a traditional peer review process facilitated by the Canadian Institutes for Health Research, and a CBR initiative overseen directly by the MHCC.
To identify further priorities for the CBR program on cannabis and mental health, the MHCC held two community forums in 2019. One was held in Ottawa with a highly diverse group of experts, including PWLLE of substance use and/or mental health problems and illnesses, service providers, family members, community-based researchers, and policy makers [10]. The other was focused on cannabis and mental health research priorities for Inuit and was held in Happy Valley-Goose Bay in Labrador [11]. Participants of the fora validated the recommendations of the environmental scan and scoping review and further recommended that CBR be strength-based, co-produced rather than extractive, grounded in local culture and language, culturally safe, and sustainable. This paper seeks to describe the implementation of an innovative CBR research grant program among priority populations who use cannabis and/or live with mental illness in Canada, as well as the lessons learned in centering equity and lived experience.
Approach
Effective and meaningful engagement is at the core of CBR and is a guiding principle for academic and community researchers who co-produce knowledge with community stakeholders [12]. Based on the identified research priorities and principles, the MHCC’s CBR program was initiated in 2020 to address knowledge gaps in the relationship between cannabis and mental health and to build research capacity among identified priority populations at the community level. Key program components included a request for proposals (RFP) that centred equity and lived and living experience [13], extensive proposal-writing support for applicants from a network of CBR hubs, ample submission time (including an extension due to COVID-19), a review committee with representation from diverse priority populations, and capacity bridging workshops for the 14 funded projects.
The RFP built on the recommendations from the scan and community fora and was further refined through consultation with diverse stakeholders and experts in CBR and equitable research granting processes. For example, the research priorities on cannabis and mental health named in the RFP emphasized factors influencing cannabis use without pre-judging whether such factors were beneficial or harmful, and specifically encouraged applications on the impact of criminalization – drawing from the recommendations from the scan and community fora. Principles for CBR were clearly identified and emphasized, including a requirement that all projects be grounded in local culture and that research teams demonstrate equitable decision making and roles. The RFP was promoted through the MHCC’s networks (including participants of the community fora) and a webinar [14].
Soon after the RFP was released, a public webinar was held in March 2020 that introduced several CBR research hubs that the MHCC engaged to support proposal development among interested applicants with varying levels of research capacity. These hubs included the Wellesley Institute (Greater Toronto Area), the Centre for Community Based Research (University of Waterloo), Inuit Tapiriit Kanatami (the national representational organization for Inuit in Canada), the National Collaborating Centre for Determinants of Health (Saint Francis Xavier University), the National Collaborating Centre for Indigenous Health (University of Northern British Columbia), and the Centre for Healthy Communities (University of Alberta). Teams were invited to request proposal development support from the MHCC, who matched them to the hub that best aligned with their needs. The MHCC did not provide any direct proposal development support so as to remain impartial when making funding decisions.
At the time of the original launch of the RFP in late February 2020, communities had 8 weeks to engage in the proposal development process. The onset of the COVID-19 pandemic in mid-March had a significant impact on communities everywhere. After first consulting with community representatives regarding whether to postpone the CBR call altogether, the MHCC decided to proceed but extended the deadline by 5 weeks (13 weeks total) to give communities additional time to develop their proposals. By the close of the RFP at the end of May 2020, the MHCC received 60 proposals from across the country.
To further centre equity and lived experience, the MHCC recruited a team of 12 independent reviewers comprised of members of each of the priority populations identified in the RFP, community-based and academic researchers, and PWLLE. Each proposal was assigned to 2 reviewers. Final recommendations were made following deliberations with the full team of reviewers. While the original call was for 12 funded projects, the MHCC was able to reallocate funds to support 14 CBR projects on cannabis and mental health led by priority populations at the community level. All projects set out to explore perceived patterns, influence and effects of use including benefits and harms among Indigenous peoples, two spirit, lesbian, gay, bisexual, trans and/or queer (2SLGBTQ+) individuals, racialized populations, and communities experiencing multiple layers of oppression. Six projects were Indigenous-led and sought to explore the impact of cannabis use on Indigenous communities (including Indigenous elders and youth) and to develop harm reduction strategies through Indigenous ways of knowing.
Funded research teams were supported through a monthly series of virtual training workshops facilitated by the Centre for Community Based Research over a 5-month period (between November 2020 and March 2021). During the CBR training workshops, a community of practice approach was adopted to bridge the capacity of workshop participants that comprised of early-stage and seasoned academics, community-based researchers, PWLLE, and priority populations, with the aim to continuously learn from and share with one another during the training and beyond. The strategy of prolonged engagement as outlined by Glesne & Peshkin [15] was used to strengthen and sustain capacity, and to give participants adequate time to express their views.
Lessons learned
Despite the challenges of the COVID-19 pandemic, all 14 CBR projects initiated their studies and are on track to address significant gaps in knowledge regarding the relationship between cannabis and mental health among priority populations. While it is too soon to evaluate the impact of the research findings, 4 interconnecting lessons learned regarding the implementation of the CBR granting process are explored below.
First, a health equity lens and diverse sources of knowledge were critical for setting the CBR research agenda. These sources of knowledge include a review of existing evidence that specifically analyzed gaps in research among priority populations, complemented by broad engagement with PWLLE of inequity and of the complex relationship between cannabis and mental health. This rigorous process not only ensured that the research will be relevant to communities but also reinforced the case for investment in CBR on par with more traditional academic research.
Second, the value of organizational support for community-based researchers cannot be overemphasized as it plays a critical role in increasing research productivity, especially in the area of mental health and cannabis use where there is a need for more applied research [3, 16]. The MHCC’s support for proposal development, facilitated through the 6 CBR hubs, led to the high response of 60 proposals received from communities and priority populations. This response was especially significant as it occurred during the first wave of the COVID-19 pandemic. For the 14 funded CBR teams, the monthly virtual training workshops also played a critical role in supporting the teams to get off to a strong start. These experiences are consistent with the documented role and benefit of organizational support in ensuring increased involvement in research production and utilization of research evidence among key players in public health environments [17, 18]. Those who feel that they have the expectation and organizational support to do research have been found to be more productive than those who do not have the benefit of this support [19]. When there is a will by organizations to support CBR through strong community partnerships that allow for active community participation, often-overlooked populations are able to embrace research opportunities.
Third, the involvement of PWLLE throughout the research granting process significantly strengthened the relevance and credibility of the initiative overall. Typically, health research funding programs and decisions are ‘academic’ in nature and in scope [20]. As a result, PWLLE rarely make it through these competitions to receive funding to undertake applied mental health research investigations – an area that remains understudied. PWLLE who were engaged to shape the research agenda through the community fora and the peer reviewers who identified as PWLLE pointed to the value of representation of communities under study during the program planning and proposal review process – indicating that such representation has enhanced the quality and relevance of the funded research projects. This engagement will ultimately enrich the quality of evidence generated regarding the relationship between cannabis and mental health. Involvement of PWLLE throughout the consultation, planning, and implementation stages further increased the readiness of PWLLE and priority populations to mobilize the CBR findings. The MHCC’s CBR granting process exemplifies an avenue for co-produced and user-led research.  Of what purpose is research if it is not utilized?
Lastly, capacity bridging can promote equitable roles among academic and community researchers who co-produce knowledge with community stakeholders [21]. The monthly series of virtual training workshops for the 14 funded research teams took on a community of practice approach to bridge the research capacity of workshop participants that comprised of early-stage and seasoned academics, community-based researchers, PWLLE and members of priority populations. These workshops were well received by participants and fostered a better understanding of CBR fundamentals and stronger relationships within and across teams. Participants also learned from each other about the importance of tailoring community engagement to the unique cultural practices of their communities including Indigenous ways of knowing, rather than imposing a standard approach.
Conclusion
The MHCC’s CBR granting program on cannabis and mental health was greatly enriched through the centering of equity and lived and living experience. Not only did this program address inequities in mental health research – it was implemented with success during a pandemic. Valuable lessons were gained about how to implement innovative research by drawing on key program components including using diverse sources of evidence to set the research priorities, the significance of a review committee with representation from diverse priority populations, extensive proposal-writing support and time for applicants, and capacity bridging workshops for funded projects. Centering equity and lived experience strengthens the rationale for investments and ensures user-led evidence generation and utilization – a key public health gain. Organizational support for proposal development and capacity bridging yield significant value that can be replicated among policy practitioners in mental health and substance use research and service provision.
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