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Community-based participatory research (CBPR) is an approach to research and eval-
uation that is receiving increased attention in the field of public health. Our report dis-
cusses the application of this approach to research and evaluation with an Early Head
Start (EHS) program in Pittsburgh, Pa. Our primary purpose is to illustrate the key ele-
ments that contributed to effective collaboration among researchers, EHS practitioners,
and parents of EHS children in the conduct of the study. The focus is not on research
findings but on research process. Our goal is to make the practices of CBPR visible and
explicit so they can be analyzed, further developed, and effectively applied to a range
of public health issues in a diversity of community contexts. (Am J Public Health. 2003;
93:1672–1679)
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the approach is that including community
members and community-based service pro-
viders as partners in the research process not
only is a matter of respect but also increases
the capacity of researchers to identify, under-
stand, and effectively address key public
health issues. 

This article discusses applying this ap-
proach to research and evaluation with an
Early Head Start (EHS) program in Pitts-
burgh, Pa, as part of the national, multisite
EHS Research and Evaluation Project. Our
primary objective is to illustrate the key
elements that contributed to effective col-
laboration among researchers, EHS practi-
tioners, and parents of EHS children in con-
ducting the local study. Thus, the focus is
not on research findings but on research
process. 

Our experience supports the observations
of others that a participatory approach im-
proves the quality and usability of research
findings.3,4 However, our purpose is not to
argue that point but rather to examine some
ways in which CBPR can be achieved. In re-
search reports and published articles, such
practices often remain hidden and unarticu-
lated. Our goal is to make these practices visi-
ble and explicit so they can be analyzed, fur-
ther developed, and effectively applied to a
range of public health issues in a diversity of
community contexts. 

WHAT IS CBPR? 

In their recent volume, Minkler and Waller-
stein define CBPR as a new paradigm that
represents “alternative orientations to inquiry
that stress community partnership and action
for social change and reductions in health in-
equities as integral parts of the research en-
terprise.”5 They emphasize that CBPR is not
a new research method but instead a new ap-
proach to public health research. As pointed
out by Israel et al.,3 the essence of the ap-
proach is a collaboration between researchers
and community members, such that the ex-
pertise of each is shared to identify, study,
and address health issues of importance to
the community. 

The popularity and credibility of CBPR in
public health have grown in part because or-
ganizations such as the Centers for Disease
Control and Prevention (CDC),6 the National
Institute of Environmental Health Sciences,7

and Cooperative for Assistance and Relief
Everywhere International (CARE)8 are es-
pousing CBPR. For instance, in a collabora-
tion between the CDC and CARE, several in-
ternational projects using a CBPR approach
have addressed the public health issue of de-
livery of safe water.9,10 CBPR is also gaining
visibility because of its use by the environ-
mental health and justice movement, which
has sponsored projects focused on reducing
risks for asthmatics11–13 or educating subsis-
tence fishermen about risks of toxic contami-
nation.11 Furthermore, governments have
adopted CBPR in their efforts to increase
community involvement in public health
projects.14

While relatively new in the field of public
health, CBPR is related to other participatory
research approaches; most germane to our
discussion is participatory evaluation. Also
called the stakeholder approach, participatory

Community-based participatory research
(CBPR) is an approach to research and evalu-
ation that is receiving increased attention in
the field of public health. Identified by the In-
stitute of Medicine as one of the focal areas
for development of the field,1 CBPR supports
many of the core principles of public health
as a science dedicated to improving the
health and well-being of diverse communities
of people. 

The W.L. Kellogg Foundation’s Community
Health Scholars Program defines CBPR as “a
collaborative approach to research that equi-
tably involves all partners in the research pro-
cess and recognizes the unique strengths that
each brings. CBPR begins with a research
topic of importance to the community with
the aim of combining knowledge and action
for social change to improve community
health and eliminate health disparities.”2(p4)

CBPR promotes building partnerships be-
tween research institutions and local commu-
nities. It facilitates the translation of research
into practice and fosters the social agency of
community members. 

While these are important considerations
in any research effort, they may be particu-
larly important when studies are conducted
with racial/ethnic minority communities or
with communities that experience other forms
of discrimination because of cultural differ-
ences or poverty. An underlying premise of
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evaluation, as introduced by the National In-
stitute of Education in 1977, was not con-
ceived as a new methodology but as a new
structuring of how evaluations are con-
ducted.15 As first described by Gold,16 this ap-
proach was adopted to increase the use of
evaluation results in making programming de-
cisions by involving stakeholders in decisions
around research questions and design. 

A common model of participatory evalua-
tion involves an initial consultation between
researchers and practitioners to delineate the
program’s objectives and services, and then a
joint discussion of evaluation findings at the
end. In these cases, collaboration serves to in-
form the study, but execution of the research
design, data collection, and analysis remain
solely in the hands of researchers. In the case
of our EHS study, we employed a more full-
spectrum participatory model, which involved
building on a preexisting partnership between
researchers and a community-based program
and extending that partnership throughout
the research process. 

Our program partners participated in deci-
sions about study design, helped to solve
problems that arose during data collection,
and helped interpret findings as they emerged
throughout the different stages of data analy-
sis. There was shared ownership of the data
in the sense that both national and local data
sets, as well as preliminary findings from
qualitative research, were made available to
program partners as soon as this could be ac-
complished without jeopardizing the integrity
of future data collection. The collaboration
was not just between researchers, program
designers, and managers but involved many
stakeholders in EHS, including direct-service
staff and enrolled families, thereby extending
the principles of participatory research into
local communities. 

ESTABLISHING A CBPR APPROACH
IN THE EHS CONTEXT

The overall framework of the EHS Re-
search and Evaluation Project both facilitated
and presented challenges to CBPR. Repre-
senting an expansion of the long-standing
Head Start Program, EHS is designed to pro-
vide high-quality child and family develop-
ment services to pregnant women and to fam-

ilies with infants and toddlers up to 3 years
old. A national evaluation was conducted
from 1996 to 2001 in which the Family
Foundations EHS Program in Pittsburgh, Pa,
served as 1 of 17 research sites.17

Selection as a research site entailed partici-
pation in the national data collection as well
as completion of an embedded local research
study. Both of these activities were carried out
by researchers from the University of Pitts-
burgh. The national evaluation focused on
child and family outcomes, while local studies
explored program and contextual factors hy-
pothesized to mediate or moderate effects of
EHS on child health and development.

The call for participation in the EHS Re-
search and Evaluation Project was directed at
EHS programs rather than researchers. The
decision to submit a proposal—and who to
work with as local research partners—rested
with the program. This, in itself, encouraged a
participatory research approach. In addition,
the relative autonomy of local embedded
studies within a highly systematized national
cross-site evaluation allowed for flexibility in
research approaches and methodologies at
the local level. At the same time, the experi-
mental design of the national study, which re-
lied on random assignment of study partici-
pants into treatment and control groups,
created tensions in local communities, and
the use of standardized measures across all
research sites discouraged local input into in-
strumentation for the national evaluation. 

The basic approach of the Family Founda-
tions EHS Program—first to research and
evaluate and then to enrolled families and
local communities—was key to the realization
of CBPR. The program had a commitment
not simply to being researched but to partake
actively in self-study and critical thinking
about program development. This promoted
an engaged partnership with researchers and
the research process. Family Foundations also
employs a strengths-based approach to en-
rolled families, focusing on family strengths
rather than deficits, and emphasizes building
partnerships between families and staff. Pro-
gram services are community based and help
families achieve their own goals. Staff are
hired from local EHS communities, and the
program collaborates with other community
organizations. Because of this orientation,

EHS families were empowered to become ac-
tive partners in the research, while communi-
ties as a whole became engaged through their
multidimensional links to the EHS Program
and its research endeavors. 

IMPLEMENTING CBPR

The foregoing describes some foundational
elements that helped support CBPR. How-
ever, realization of this approach required
consistent attention to how collaborative prin-
ciples are put into operation and to the inten-
tional development and implementation of
participatory practices. In the Pittsburgh EHS
study, this was accomplished through 5 pri-
mary vehicles:

1. collaboration between researchers and pro-
gram/community partners to develop the
local research focus, questions, and design;
2. community-focused recruitment of study
participants under the leadership of commu-
nity-based program staff;
3. employment of community residents as re-
search staff and use of a team approach in
research decisionmaking and practice; 
4. joint program–research oversight of the re-
search process; and
5. sharing preliminary findings with pro-
gram/community partners, and engaging
them in interpretation of findings and impli-
cations for program practice.

COLLABORATION IN DETERMINING
RESEARCH FOCUS AND DESIGN

As noted previously, collaboration among
researchers, program managers and staff, and
community participants began before the
local research proposal was written. Starting
from the beginning was important for build-
ing trust and developing a sense of engage-
ment and ownership among all partners. It
also helped ensure that the questions asked,
and the methods used to answer them, would
be congruent with program and community—
not just researcher—interests. 

After the Family Foundations manage-
ment team decided to submit a proposal for
the EHS Research and Evaluation Project,
the researchers held a series of discussions
with them. These discussions tried to discern
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how program designers and managers un-
derstood their local EHS program model—in
particular, the key pathways through which
desired child and family development out-
comes are achieved—and to identify the
main questions to be addressed in the local
research study. From the beginning, there
was agreement that the study should be
based on the program’s own theory of
change—that is, a model of what the local
program was intending to accomplish and
how it planned to realize its objectives.18

There was also attention to contextual fac-
tors that might facilitate or impede the im-
plementation of this model and the achieve-
ment of child and family outcomes. 

However, a truly participatory approach, as
well as an accurate reading of a program’s
theory of change, requires more than discus-
sions with program management. Those
responsible for implementing the planned ser-
vices, and recipients of the services them-
selves, must also be consulted. The research-
ers therefore held a series of focus groups
with direct-service staff and with parents of
children who had been enrolled in the Family
Foundations Program prior to its funding as
an EHS site. The discussions with staff fo-
cused on what they perceived to be the fun-
damental elements in their work and how
these elements were affected by the changing
environments in which the program was oper-
ating. Discussions with parents focused on
what program involvement had meant to
them, what had changed in their lives and
why, and what issues they felt we needed to
explore further. 

Focus groups with staff and families were
held separately in each of the 3 EHS commu-
nity sites, for a total of 6 groups. Participants
in each group discussion, in addition to their
role in the program, were also community
residents and in some cases informal leaders
of significant sectors of the local community.
Our focus group discussions thus generated
community as well as program input into re-
search questions and design, and helped lo-
cate the study within appropriate community
contexts. 

The research questions that resulted from
this collaborative process highlighted major is-
sues that our program/community partners
wanted to investigate: 

1. How does the family support approach of
the Pittsburgh EHS program (i.e., an ap-
proach to service delivery that is based on
family strengths, is respectful of families’ own
needs and goals, and is community oriented)
affect the health and development of EHS
children, families, and communities? 
2. How does the program help parents and
children to build strong relationships and
support systems and realize a sense of effi-
cacy or empowerment, and how do these
qualities in turn influence the achievement of
parenting, child health and development, and
family goals? 
3. How do policy changes concerning wel-
fare, health care, child care, and housing af-
fect EHS families, communities, and the
EHS Program and moderate the effects of
program services on child and family health
and development? 

It was through such group discussions
that consensus emerged about the value of
qualitative as well as quantitative methods
to attempt to answer our research ques-
tions. The richness and complexity of
these early conversations made clear that
such methods would be critical if we
wanted to accurately map the development
of the program and to understand its sig-
nificance for the families and communities
it served. There was thus agreement to
conduct our local research through a
mixed-methods research design,19 which
included an ethnographic strategy of in-
quiry20,21 and a strong array of qualitative
methods (participant observation, focus
groups, ethnographic case studies) com-
bined with more conventional quantitative
measures. 

RECRUITMENT OF STUDY
PARTICIPANTS

In Pittsburgh, 202 families were recruited
into the study. Following the protocol of the
national evaluation, families were randomly
assigned to the treatment group, which re-
ceived EHS program services, or to a com-
parison group, who received only existing
community services. At the same time, each
specific community served by the EHS Pro-
gram recruited its own study families, an-

choring recruitment in the local community
context.

Recruitment of study participants was car-
ried out by community-based program staff
assisted by families who had participated in
the Family Foundations Program prior to its
becoming an EHS site. During this time, the
program employed what it called “indigenous
workers.” These local community residents,
known as family advocates, related to en-
rolled families as peers, working with them to
support and strengthen parent–child relation-
ships and positive parenting. Family advocates
had strong ties in the local community, and
the other direct-service staff who helped with
recruitment were also community residents or
at least familiar with the local community.

Participation in both the research and the
program was completely voluntary, and re-
cruitment was accomplished largely by door-
to-door canvassing throughout the EHS com-
munities. The parameters of the study were
clearly explained to families during the re-
cruitment process, in particular the process of
random assignment and the expectation that
families would participate in in-home parent
interviews and child assessments upon study
enrollment and when their children were 14,
24, and 36 months of age, as well as com-
plete phone interviews at 6, 15, and 26
months following enrollment. Reflecting de-
mographics in the 3 EHS service communi-
ties, approximately 75% of the children in the
study were African American; the other 25%
were White.

Following random assignment of study
families, a program staff person and a mem-
ber of the research team revisited each family
to inform them of the random assignment
outcome and to review study protocols and
expectations. When the research was later ex-
tended into a transitional prekindergarten
phase, all families who had participated in the
birth-to-3-years study were invited to partici-
pate in the prekindergarten study. Again, the
decision to participate was voluntary, and the
consenting process was repeated for this new
research component. 

Families participating in the study were
compensated for their time and effort. The
practice of the national evaluator and of the
majority of research sites was to mail the fam-
ily a check upon completion of each inter-
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view. The Pittsburgh site used cash or gift cer-
tificates for local grocery stores, in deference
to community expectations that payments
would be forthcoming immediately upon
completion of interviews and would not re-
quire that families open checking accounts. It
was our collaboration with local community
partners, including some of our own research
staff, that led us to this understanding. The
result was a more culturally appropriate re-
search protocol, and therefore more effective
research, including a greater willingness on
the part of families to continue their participa-
tion in the study.

COMMUNITY-BASED RESEARCH
STAFF

During the birth-to-3-years study, most of
our research staff were African American,
hired from local EHS communities, and were
well-known and respected community resi-
dents. Employing community-based staff was
a local decision that both reflected and
strengthened our CBPR approach. It was, in
fact, a distinctive and very important feature
of an integrated CBPR design at the Pitts-
burgh site.

At the beginning of the study, there were 2
primary categories of research staff: commu-
nity family liaisons, who were responsible for
sample retention and phone interviews con-
cerning service usage, and family interview-
ers, who carried out in-home child assess-
ments, parent interviews, and videotaping of
parent–child interactions. As part of the re-
search–program partnership, active recruit-
ment for these staff positions took place first
among EHS Program staff and families and
then from the wider EHS communities. 

Program staff learned of these research po-
sitions through their regular staff meetings,
and they in turn notified families during
home visits. These personal communications
were supplemented by announcements in the
program’s newsletters and by advertisements
in local community news weeklies. Applicants
were interviewed by the local researchers,
with a focus not on research experience,
which we expected to be minimal, but on
whether the applicant could understand the
basic goals of research and the primary roles
of an interviewer. Equally important were the

positive attitudes of the applicant toward both
the study and the programmatic and commu-
nity context in which it would take place. All
3 community family liaisons were hired from
the communities in which they would work;
2 were parents who had been enrolled in
Family Foundations. The primary family in-
terviewer had previously been a home visitor
for the program and had lived her entire life
in 1 of the EHS communities. 

Training of research staff was extensive
and took place at both the local and national
level. Because of their lack of previous expe-
rience in conducting research, community-
based research staff were introduced to gen-
eral principles of research and researcher
roles as well as to fundamentals of interview-
ing and data collection. At the same time,
their close familiarity with the EHS Program
and its principles of family support provided
a good foundation for the respectful, partner-
ship approach we wanted to take with study
participants. The general professional devel-
opment and training of community-based re-
search staff took place at the local site and
was guided by both the project coordinator
and the managing principal investigator. In
addition, community family liaisons and fam-
ily interviewers, along with the project coor-
dinator, traveled to the national evaluator
headquarters for training on cross-site instru-
ments and protocols; this was followed by a
rigorous process of certification on all na-
tional research procedures. This certification
process, though stressful for community-
based staff, proved important not only for
quality data collection but also for the grow-
ing self-confidence of these individuals in
their research roles.

Our community-based staffing pattern
helped to develop and maintain positive rela-
tionships among the research team, local pro-
gram sites, and study participants. The fact
that former program staff and families were
hired and trained as researchers strengthened
the commitment of the program staff and
families to the research process. This commit-
ment, combined with the community connec-
tions and knowledge of the research staff,
proved key in our ongoing attempts to engage
study participants. 

However, this community expertise would
not have been fully used without the team

approach of the research project itself. Bi-
weekly research team meetings were held, in
which data collection issues were discussed
and problems were collaboratively solved.
These meetings served as ongoing training
opportunities for community-based staff, who,
in turn, sensitized other research team mem-
bers to community concerns and viewpoints.
While the managing principal investigator
spent considerable time in program and com-
munity sites, she still relied on insights from
community-based staff to ensure that research
methods and interview questions were re-
spectful of community values. For example,
one of the national evaluation protocols in-
volved giving children a task beyond their
ability and observing how parents supported
them verbally during this frustrating episode.
Our local interviewers viewed this as creating
undue stress for both parents and children
and as insensitive to community norms of
how parents relate to their infants. After rais-
ing the issue with the national EHS evaluator
and research consortium, changes were made
in the protocol so that it was more congruent
with local community practices. 

Integrating community-based staff into an
unfamiliar university research environment,
and providing adequate support for their
work, was sometimes challenging, especially
because the EHS interviewing required a
high degree of flexibility and independent
functioning in the field, while also being emo-
tionally difficult for interviewers working with
families experiencing economic and social dis-
tress. Our community-based interviewers
were, in fact, particularly alert to signs of dis-
tress because they lived in the same commu-
nities and because study families generally
trusted them enough to share information
about personal situations. While this in-
creased the burden on interviewers, it indi-
cates how our CBPR approach improved the
richness and quality of information we gained
through the interview process. 

During early stages of data collection, con-
siderable supervisory support of both a per-
sonal and professional nature was offered to
community-based research staff by the project
coordinator, who served as their immediate
supervisor, and also by the managing princi-
pal investigator. This support included not
only the usual reviews of data for quality as-



American Journal of Public Health | October 2003, Vol 93, No. 101676 | Public Health Matters | Peer Reviewed | McAllister et al.

 PUBLIC HEALTH MATTERS 

surance but also extensive debriefing of expe-
riences in the field and strategizing for up-
coming family visits. Such support was well
worth the effort since it ensured not only
high-quality data in the conventional sense
but also an engaged and thus high-quality re-
search process on the part of interviewers,
study families, and program staff. 

At least as challenging was achieving a de-
gree of flexibility in university systems to fa-
cilitate the work of community-based staff. As
mentioned previously, our research staff, in
collaboration with our program partners,
wanted to offer compensation for interviews
directly to families rather than having the uni-
versity or national evaluator send them a
check. At the same time, interviewers were
not comfortable carrying large amounts of
cash in EHS communities. One solution was
to ask families to go to the EHS Program cen-
ter to pick up their monetary compensation;
another was to offer gift certificates for local
grocery stores in addition to cash. Since these
were unusual payment options for research
projects, we had to work out special proce-
dures with university administrators and the
national evaluator in order to accomplish
these objectives. 

SHARED OVERSIGHT OF THE
RESEARCH PROCESS

Throughout the conduct of the study,
there was shared oversight of the research
process among program families, staff, and
researchers. There was also agreement that
as much as possible, the same family support
principles that guide the program’s thinking
and practices (e.g., a strengths-based ap-
proach and respect for family needs and
goals) would also guide the conduct of the
research.22

The initial mechanism for shared oversight
was the Research Oversight Committee. At
first, this committee was composed of parents
who had participated in the Family Founda-
tions Program prior to its funding as an EHS
site, along with representatives of program
staff from each EHS community. As soon as
possible, parents who were participating in
the EHS research were added. The key roles
of this body, as determined at its initial meet-
ing, were as follows: 

1. to make sure the research was family- and
staff-friendly; 
2. to make sure the research was addressing
questions that families, staff, and other com-
munity members wanted answered within
the framework of the research proposal; 
3. to make sure the researchers were collabo-
rating well with program staff and families,
including timely feedback of information and
insights; 
4. to understand the research and contribute
to the analysis and interpretation of findings; 
5. to support and enhance cooperation with
the researchers in their respective EHS com-
munities; and 
6. to serve as representatives and liaisons for
staff and families in our program sites. 

One of the first actions of this group was to
review our local parent interview questions to
ensure that they “made sense” and were re-
spectful to the study families. Subsequent Re-
search Oversight Committee meetings devel-
oped strategies for making the interview
process less burdensome on parents and chil-
dren, while still ensuring that data would be
collected in a timely and reliable fashion.
While this proved challenging, some of the
strategies we adopted included dividing the
in-home interview into 2 shorter rather than
1 lengthy visit, condensing some of the locally
designed measures, and converting some in-
terview questions into self-administered ques-
tionnaires. Committee discussions also em-
phasized the need for flexibility in scheduling
interviews, including use of weekend and
evening hours, and making sure parents felt
comfortable interrupting the interview to at-
tend to the needs of their children. 

The oversight role of the committee contin-
ued during the early stages of the study,
through the development of research instru-
ments and procedures and the initial waves of
data collection. The committee was, however,
difficult to sustain over the long run. Despite
efforts to revive participation (for example,
changing meeting times and locations, offer-
ing meals and more flexible child care op-
tions, and trying to involve parents in prepa-
ration for the meeting), we eventually
abandoned this structure and began to bring
research issues and findings into the newly
established EHS Policy Council. 

The Policy Council is a governing body
composed of elected parents and community
representatives from each of the EHS com-
munity sites. This council is a mandatory
component for all Head Start and Early
Head Start programs, facilitating parent in-
volvement in program decisions. In that ca-
pacity, it reviews program decisions concern-
ing staffing, program services, and budgetary
matters. At first, we requested time on the
Policy Council agenda for research-related
matters. As its members came to know us,
and as their own leadership skills and levels
of confidence rose, they began to make re-
quests to us for research information and
reports. 

The Policy Council reviewed and ap-
proved our proposal to continue the birth-to-
3-years phase of the EHS study into the
transitional prekindergarten phase. We rec-
ommended to the council that our local
prekindergarten research focus on the issue
of school readiness; council members, in
turn, helped develop the research focus so
that a wider range of parental concerns
about school readiness would be examined.
They also strongly supported the use of
qualitative interviews to ask parents about
their own ideas of school readiness, and they
requested that we report back to them initial
findings from these interviews.

While these were fairly formal mecha-
nisms for shared oversight, input of staff and
parents into the research process also oc-
curred on an ongoing informal basis. For ex-
ample, the EHS program director attended
research team meetings on a monthly basis,
while the managing principal investigator
sat in on program management team meet-
ings at about the same frequency. In addi-
tion, discussions of the research project
were often included in all-staff meetings and
training. 

All of these were opportunities for con-
versations about research design and pro-
cess. For example, at an all-staff meeting
near the beginning of the research project,
one of the home visiting staff raised a ques-
tion about why we were interviewing only
the primary caregivers (generally mothers)
of the study children and not including fa-
thers as well. He argued that this weakened
the efforts of program staff to involve fa-
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thers in program activities and in children’s
lives. This discussion led to our develop-
ment of a pilot fathers study at the Pitts-
burgh site, which subsequently contributed
to a national research project on fathers of
EHS children.

In addition, the principal investigator, in
her role as ethnographer, carried out partici-
pant observations of staff, parent, and com-
munity meetings and activities. This, along
with other qualitative data-gathering methods
such as focus groups and case studies, pro-
vided opportunities for researchers to note
new issues that were of concern to our pro-
gram partners and that might be addressed in
the research. 

A good example occurred about a year
into our study. During participant observa-
tions of staff team meetings, discussions about
the issue of family engagement began to
emerge. Home visiting staff expressed con-
cerns about how well program families were
able to be engaged during their weekly home
visits and whether they actively participated
in program services. Questions were then
raised about the link between levels of en-
gagement on the part of individual families
and a family’s achievement of parenting, child
development, and family goals. These ques-
tions led to new strategies of data collection,
including the design of both a series of scale
items and ethnographic interviews to explore
differences in family engagement and goal
achievement. 

In general, our use of ethnographic and
other qualitative methods facilitated the op-
erationalization of the CBPR principle of
shared oversight. This is not surprising, since
these methods depend on building trusting
relationships and engaging in active listening
with the aim of understanding the perspec-
tives and viewpoints of study participants. In
addition, qualitative, unlike quantitative, re-
search allows—in fact, requires—the evolu-
tion of new questions and research direc-
tions based on insights that emerge during
the conduct of a study. Using such methods
thus enabled us not only to discover the in-
terests and concerns of our program and
community partners but also to be respon-
sive to these interests and concerns as they
revealed themselves over the course of the
study. 

SHARING AND INTERPRETING
STUDY FINDINGS

A crucial aspect of CBPR involves sharing
preliminary findings with community part-
ners. In the case of our EHS research, infor-
mal sharing occurred through unplanned dis-
cussions and questions during participant
observations of program meetings as well as
by having the program director attend re-
search team meetings. 

An interesting example of how this infor-
mal sharing influenced the research process
involves the issue of community-based child
care. Part of the data collection for the na-
tional cross-site evaluation involved observing
the quality of children’s day care environ-
ments. As the interviewers on the research
team attempted to complete observations of
child care settings used by study families, 2
things became apparent. First, most of the
study families used informal neighbor/
relative care, rather than formal child care;
second, families frequently moved their chil-
dren from caregiver to caregiver. By sharing
this information with program partners, we
learned that program staff were observing
similar developments and were concerned
about the frequent changes in caregivers.
This dialogue between practitioners and re-
searchers led to the addition of qualitative
questions about child care choices and
changes to our local parent interviews. 

More formal sharing of research results oc-
curred as the researchers developed interim
reports of findings that were presented to
both program staff and parents. One example
involves the qualitative interviews on school
readiness that we conducted with parents
during the transitional prekindergarten study.
As requested by the Policy Council, we
shared the findings from the first round of
parent interviews at a council meeting. We
then asked Policy Council members to share
with us their own ideas of school readiness
and how they would interpret the responses
of study parents. 

The ensuing discussion reinforced many of
the responses of study participants, such as
the “foreignness” of the school environment
and the central role of parents in preparing
and supporting children to enter this new mi-
lieu. But these parent leaders also went fur-

ther to suggest that schools need to “get
ready” for their children as much as their
children need to “be readied” for school. In
particular, they were concerned that schools
learn to “follow the child” and to appreciate
and value individual differences. They began
to contemplate social action with the sugges-
tion that EHS itself might influence and in-
form local school policy in this regard. These
discussions enhanced our understanding of
how EHS parents view the concept of school
readiness and also alerted us to possible dif-
ferences among parents, depending on their
level of active engagement in program leader-
ship opportunities.

Timely sharing of preliminary findings is
easiest with qualitative data that are analyzed
on an ongoing basis. The analysis of quantita-
tive data cannot occur until most of the sam-
ple has been collected, and so one must
sometimes wait a considerable length of time
for the findings. In the EHS case, there was
an added constraint in that program–control
group differences in the birth-to-3-years study
could not be shared with program partners
until data collection was complete; national
findings were then embargoed from wider
dissemination until they had been reported to
Congress. 

In spite of these limitations, our sharing of
study findings proved very beneficial to both
sides of the research–program partnership.
An important aspect of this practice is that
findings were never simply reported but rather
program/community partners were always in-
vited to contribute to the interpretation of the
findings. This iterative process resulted in ad-
justments and elaborations to the initial re-
search plan. It also led to a clearer picture of
the program model on which our research
was based, and a more nuanced understand-
ing of the perspectives of both staff and fami-
lies. This, in turn, strengthened our analysis of
the data and our comprehension of the mean-
ing and significance of key findings. 

On the program side, the sharing of find-
ings often prompted discussions about pro-
gram practice. For example, the early findings
about child care, noted above, spurred a dis-
cussion of this home visiting program’s rela-
tionship to community-based child care. This
led to a new program component involving
outreach to neighbor/relative caregivers and
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partnerships for quality improvement with
family day care homes and child care centers.
The result has been a significant improve-
ment in child care quality for EHS families
and communities. As with preliminary find-
ings, researchers never simply reported pro-
gram implications to EHS staff and families,
but rather worked together with them to dis-
cern these implications, given the ongoing
evolution of the program model and practices.
This collaborative work, in turn, deepened re-
searcher understanding of program thinking
and the contexts in which such thinking was
developed and applied. 

CONCLUSIONS AND FUTURE
DIRECTIONS

The employment of a CBPR approach in
our research and evaluation with a local
EHS program enhanced the design, conduct,
and conclusions of our study. The research
design was based on questions our program
and community partners found compelling
and wanted us to address, while our
research–program partnership influenced
our adoption of a combination of methods
that allowed not only measurement of quan-
tifiable, preselected variables but also explo-
ration of the lived experiences and perspec-
tives of EHS families and staff. Our CBPR
approach helped us to conduct the study in
ways that were respectful of community val-
ues. It also enabled us to be responsive to
developments in program thinking and expe-
rience by augmenting our original research
design with new components and proce-
dures. Our inclusion of program partners in
the interpretation of study findings led to
more dynamic modes of analysis and more
reflective conclusion drawing, processes that
also proved useful for program and commu-
nity development. 

Our EHS study was characterized by an
active interchange among researchers, pro-
gram staff, and families. However, it should
be noted that most discussions about research
design, conduct, and findings either were initi-
ated by the researchers or occurred as a by-
product of other research activities such as
participant observations of program activities.
A challenge of CBPR is to empower all partic-
ipants to initiate these discussions and to in-

dependently raise issues relevant to the re-
search. In the case of our EHS partners, this
lead was taken most frequently by program
managers and less so by direct-service staff,
the Policy Council, and study families. 

Using a CBPR approach inevitably focuses
attention on particular characteristics and
concerns of the program or community being
studied. This process of individualization is, in
fact, one of its strengths. While this means we
cannot simply repeat the same study in an-
other program or community setting, nor as-
sume that our specific findings can be applied
elsewhere, it remains important that research-
ers recognize and build on the contributions
of CBPR to general and theoretical questions. 

Community-based studies frequently ad-
dress issues that have applicability beyond
local contexts. For example, in the case of our
EHS research, we explored the advantages of
family support as a program model, the im-
pacts of welfare reform on parenting and
child development initiatives, and the mean-
ings of school readiness in low-income com-
munities. One advantage of CBPR is that it
brings into dynamic interaction researchers
and community members who often have dif-
ferent experiences and modes of thinking in
relation to common problems. For this reason,
it is especially useful in helping develop new
perspectives or new lines of inquiry on issues
that have particular local manifestations but
that transcend program and community
boundaries.

Our experience of conducting research
with a local EHS program suggests that cer-
tain elements are necessary for, or at least fa-
cilitative of, CBPR. Of fundamental impor-
tance is the commitment of both researchers
and community-based stakeholders to engage
in a partnership that will be at once respectful
and honest. This partnership also needs to be
ongoing—to persist throughout the course of
the research, allowing community input into
research focus, design, conduct, and interpre-
tation and application of findings—as well as
to involve multiple stakeholders—in our case,
community-based staff and families in addi-
tion to program managers. This represents
the foundation of the CBPR approach. Its re-
alization, in turn, requires consistent attention
to practices that operationalize and imple-
ment these participatory principles.

In the case of the Pittsburgh EHS study,
implementation of CBPR occurred through
5 primary vehicles: (1) collaboration be-
tween researchers and community-based
partners in determining research focus and
design; (2) community-focused recruitment
of research participants; (3) full use of the
expertise of community-based research staff;
(4) shared oversight of the research process
among EHS parents, program staff, and re-
searchers; and (5) sharing of preliminary
findings with community partners and incor-
poration of their interpretations in further
analyses. In addition, we suggest that our in-
tegrated research design, with a strong em-
phasis on qualitative methods and ethno-
graphic modes of thinking, significantly
strengthened participatory practices. While
each of these elements might not be essen-
tial for implementing CBPR, we would argue
that their combination facilitates its use. In
our experience, they act in a synergistic fash-
ion, each reinforcing or making possible the
others. 

Our EHS study was carried out with pre-
dominantly minority communities whose
prior experiences with social service and re-
search projects had created feelings of dis-
trust. We believe that our CBPR approach
helped establish new lines of trust and collab-
oration. However, for CBPR to be consis-
tently and effectively implemented, and for
communities, especially minority communi-
ties, to engage as partners in research endeav-
ors, additional changes in the practices of re-
searchers, funding agencies, and research
institutions, including schools of public health,
are needed. Among the most important areas
to address are the following:

1. support for the establishment of
researcher–community partnerships before
the research is under way, preferably before
the study proposal is written; 
2. elimination of barriers to the use of re-
search funds for the joint benefit of partner-
ing communities and research institutions;
3. adequate supports for community-based
research staff and their work;
4. commitment to “translational research”
and a social ecology model of public health
to increase the usefulness of research findings
for community partners; and
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5. increased support, both practical and intel-
lectual, for the development and use of quali-
tative research methods and mixed-methods
research designs.

On the basis of our research experience
with EHS, we suggest that these changes will
facilitate models of research and practice that
are more fully participatory, benefiting part-
nering communities and the field of public
health in its mission of improving the health
of diverse communities of people and of soci-
ety as a whole.
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