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Abstract

Background: It is a public health priority to increase community research participation to 

improve health outcomes and eliminate health disparities. There is a need for effective research 

training programs that build community stakeholders’ capacity to engage as equitable partners.

Objectives: To describe the collaborative process of implementing and evaluating a dual-track 

community research training program—Meharry Vanderbilt Community Engaged Research Core-

Community Research Training Program (MVC-CRT) Program—and present participant 

evaluations.

Methods: The MVC-CRT is a six-session community-based organization (CBO) curriculum and 

a three-session community member (CM) curriculum, based on needs identified by various 

community stakeholders, that was piloted in 2016. Immediately post-training, an outcome 

evaluation (surveys) was used to measure trainees’ confidence relative to 30 learning objectives for 

the combined training sessions (e.g., Introduction to research), satisfaction in preparing them for 

research roles, and impact on research activities (e.g., building sustainable partnerships). 2 and 3 

months after training, a process evaluation (focus groups) was used to assess each session’s flow, 

materials, group discussions, and facilitators.

Results: Trainees’ immediate post-training confidence increased or remained the same across 26 

of 30 learning objectives. Two to 3 months after training, trainees reported sustained confidence, 

perceived increased knowledge, and increased intentions to engage in or improve research 
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activities. All participants were satisfied with the program and felt better prepared for research 

roles.

Conclusions: Tailored community research training may result in positive outcomes that can 

ultimately increase community capacity to be equitable partners in research in support of efforts to 

improve health outcomes and eliminate health disparities.
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Developing the capacity of CBOs and CMs to engage in research is a public health priority.
1,2 Community-engaged research (CEnR) fosters academic–community collaboration to 

improve the health conditions and well-being of CMs.2,3 In addition, CEnR seeks to inform 

research that can change policies and practices on a “range of social, economic, political and 

environmental factors that affect health.”4 Capacity-building programs have been developed 

to engage the community in mutually beneficial research opportunities.5–11 However, there 

remains a need to identify programs reflective of community training needs and prepare 

CMs and CBOs to be equitable partners with academic researchers.12,13

Training programs have been designed, developed, implemented, and evaluated with input 

from community stakeholders,5,6,10 reflecting CEnR and community-based participatory 

research processes.2,14–16 However, many of these programs have not determined if the 

research training needs differ between CMs and CBOs, and even fewer programs fail to 

address the individual needs of CMs and CBOs who may serve in different roles when 

working with researchers. For example, CMs may serve on a community advisory board, 

whereas a CBO may be interested in conducting their own research or working with an 

academic partner to conduct research that will benefit their clients. Furthermore, little is 

known about the impact of the programs once trainees have the opportunity to reflect upon 

the training or apply training. Collectively, this may slow research translation and 

dissemination efforts, stalling the improvement of community health and well-being.17

To address these gaps, the Meharry-Vanderbilt Community Engaged Research Core (CERC) 

Capacity Building Team collaborated with CMs and CBOs to develop a Community 

Research Training (MVC-CRT) Program. Part of the Vanderbilt Institute for Clinical and 

Translational Research, a clinical translational science program funded by the National 

Institute of Health, CERC has been working to support meaningful community engagement 

in translational research since 2009. CERC activities include developing and implementing 

training in CEnR for investigators and community partners (as described here), providing 

pilot grants to foster academic–community partnerships, Community Engagement Studios,18 

and consultation with researchers and community organizations.

The dual-track program was designed to address two primary goals: 1) increase CM capacity 

to serve in various research roles, including advisors and research team members; and 2) 

increase CBO capacity to conduct independent research and collaborate with academic 
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researchers. The impetus for developing this program came from the CERC Community 

Advisory Council during a strategic planning retreat. CMs and CBOs throughout Nashville, 

Tennessee suggested content, and provided feedback to increase the program’s ecological 

sensitivity and cultural validity. The feedback from CMs and CBOs revealed the unique 

research training needs for both groups as well as the need for a dual-track program. 

Cunningham-Erves et al.19 provide a full description of how community feedback informed 

the iterative development of the six-session CBO curriculum and a three-session CM 

curriculum using community engagement principles. The CBO curriculum included 

introduction to research, research methods, building sustainable partnerships, program 

evaluation and research, and funding (parts 1 and 2). The CM curriculum included 

introduction to research, types and phases of research and methods, and emerging roles and 

opportunities.

After engaging community in the development of MVC-CRT Program, CERC tested the 

program and asked participants to evaluate it. The purpose of this paper is to describe the 

collaborative process of implementing and evaluating the dual-track MVC-CRT and present 

participant evaluations. Piloted in 2016, the impact of the program both immediately after 

training and 2 and 3 months after training is described here. It is this latter assessment that 

may provide, along with immediate post-training results, a fuller picture of impact relative to 

adequately preparing both CMs and CBOs for CEnR.

METHODS

Training Pre-Implementation

Trainee Selection.—Trainees were recruited from CERC’s diverse pool of community 

partners, including patients and other individuals who have participated in Community 

Engagement Studios,18 CBO partners (e.g., congregations, health and social service 

providers), and CMs at large. The training was also promoted via electronic newsletters, 

flyers, and word of mouth. CBO participants had various roles in their organizations 

including executive leadership, program coordinators, pastors, and grant writers. All trainees 

received invitations with information on topics, logistics, and a link to an electronic 

registration survey. CBO trainees were asked to secure endorsement for their participation 

from their organizational leaders. Registration questions included, “How much research 

training have you had?” and “Based on the training topics listed below, which one(s) do you 

think will benefit you the most and why?” Registration was limited to ten participants to 

keep the sessions small and interactive.

Facilitator Preparation.—CERC engaged CBO partners (e.g., Nashville CARES, 

Neighbor 2 Neighbor [formerly Neighborhoods Resource Center]) to help facilitate the 

training program. These organizations have a history of partnering with academic 

researchers and are knowledgeable about CEnR. CERC faculty, staff, and postdoctoral 

fellows were also recruited to develop and implement the training. Two trainers were 

assigned to each module. Four of the eight sessions were conducted by a community-

academic dyad. To prepare their sessions, trainers were given: 1) curricula guides, including 

recommendations on session flow and content; 2) goals, objectives, and training resources 
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including presentations previously developed by CERC; and 3) trainee profiles derived from 

the registration survey. All information was stored in a shared, private, web-based, 

workspace or shared via email.

Training Implementation and Evaluation.—To maximize participation, we surveyed 

potential trainees to determine optimal times for their participation and preferred location. 

The sessions were hosted by a CBO, centrally located with free parking and easy access to 

public transportation. CBO sessions were held every two weeks, and CM sessions were held 

weekly. Sessions lasted 2.5 hours and included a combination of didactic teaching, use 

cases, and hands-on group and individual exercises. The trainees received worksheets and 

templates to guide future research activities, readings for more in-depth exploration of the 

training topics, and homework assignments tailored to their own research interests. The first 

session for CMs and CBOs was combined, then the groups diverged to separated tracks for 

an additional two and five sessions, respectively.

Assessment of Pre and Post Changes in Confidence

At the beginning of each session, trainees completed an assessment of their confidence 

relative to each session’s two to five learning objectives. For each learning objective, 

trainees ranked their confidence from 1 (very low) to 5 (very high) using a Likert-scale 

format. After training, trainees completed the same confidence assessments.

Assessment of Impact after Training

Additionally, trainees completed impact assessments, including two to three questions, 

following each session. Using Likert-scale response options, trainees reported their 

agreement with each impact statement (e.g., “I place greater importance on the importance 

of research” for the Introduction to Research session). A final impact statement for all 

sessions assessed whether trainees planned to make changes (e.g., “I plan to make changes 

by seeking to obtain funding from a new source,” for the Funding Part 2 session). The 

survey also included an open question for trainees to describe any planned changes.

Assessment of Satisfaction after Training

Finally, trainees evaluated their satisfaction with the session overall and its appropriateness 

in preparing them for potential research roles. Each session’s flow, materials, group 

discussions, and facilitators were evaluated. A Likert-scale format was used for responses, 

ranging from 1 (very low satisfaction) to 5 (very high satisfaction).

Reaction Assessment at 2 and 3 Months after Training

Two focus groups were conducted, one with CMs (n = 7) three months following their 

training and one with CBOs (n = 5) 2 months after their training. These focus groups were 

conducted to: 1) identify the most impactful sessions, including participant experiences in 

applying the training since its completion; 2) identify the least impactful sessions, including 

recommendations for improving these sessions; 3) explore recommendations for improving 

logistics; and 4) explore recommendations for incentivizing future training.
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Data Analysis

Quantitative Analysis.—Descriptive statistics were used to analyze results of the 

confidence, impact, and satisfaction assessments. Frequency and percentages were used to 

report categorical variables, and median and interquartile range, or mean and standard 

deviation, were used to report continuous variables, as appropriate. Statistical significance 

was set at p ≤ 0.05. SPSS version 25 (SPSS Inc, Chicago, IL) was used for statistical 

analysis. Confidence assessment data did not meet normality assumptions and the sample 

size was small; therefore, the Wilcoxon signed-ranks test was used to compare the means of 

pre- and post-confidence scores. The impact and satisfaction assessments included open-

ended questions, which were transcribed verbatim and summarized.

Qualitative Analysis.—A hybrid approach of inductive and deductive coding was 

conducted by trained qualitative researchers. Using an inductive approach, three raters 

informed of the study purpose independently coded the focus group transcripts using a line-

by-line coding technique. To confirm these codes, deductive coding was done by three 

additional coders using a priori codes created in the first round of coding. These coders had 

a 1-hour training on the study purpose, and the process of deductive coding using a priori 

coding. Then they were provided the codes and their meaning to code the transcripts 

accordingly. For each round of coding, codes were added or modified if a new meaning 

emerged among the coders. Codes were checked for consistency, and discrepancies were 

discussed until a consensus was met among the additional coders. Thematic analysis was 

used to identify emerging themes. The Meharry Medical College Institutional Review Board 

approved this study.

RESULTS

Trainee Characteristics

Eight participants represented CBOs and nine were CMs. The CBOs included 

representatives from health advocacy organizations (n = 3), faith-based institutions (n = 3), a 

social service organization (n = 1), and a K-12 educational network (n = 1). Most CBOs (n = 

5) reported a moderate amount of research training. There was almost an equal distribution 

in research experience with three reporting a moderate amount, two with a little, and three 

with no experience. Evaluation and research (n = 8) was the session all CBOs perceived 

would be most beneficial. All CBO trainees reported an intent to apply training to future 

grant preparation efforts, and many (n = 6) indicated they would partner with another 

organization in these efforts; one-half noted they planned to do both within the next 3 to 6 

months. Among CMs, the majority (n = 6) had no research training and little to no research 

experience (n = 8). They expected the types and phases of research to be the most beneficial 

session (n = 6). The majority (n = 7) planned to find opportunities to become involved in 

research post-training (Table 1). Combined participation rates for CBO and CM training 

sessions ranged from 65% to 100%. Reasons for nonattendance were tracked and were 

related to unplanned competing work priorities or personal matters, including illness.
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Pre to Post Changes in Confidence

Tables 2 and 3 highlight the differences in pre- and post-training confidence levels for each 

of the eight training sessions. The mean post-test confidence scores for introduction to 

research (which included both CMs and CBOs) were significantly higher than pretest scores, 

with improvements in confidence for all except one learning objective (Table 2). The 

proportion of trainees reporting an increase in confidence for each learning objective ranged 

from 64% to 82%. No trainees reported a decrease in confidence (data not shown).

For two of the CBO sessions, Research Methods and Funding Part 1, the mean post-test 

confidence scores were significantly higher than pretest scores for all learning objectives 

(Table 2). With the exception of one Research Methods-related learning objective in which 

one trainee’s pre- and post-confidence scores were the same, 100% of trainees’ confidence 

scores improved for all learning objectives for these two sessions. For the CM Types and 

Phases of Research Methods session, there were no statistically significant differences 

between pre- and post-confidence means (Table 3); however, for the translation/

dissemination-related learning objectives differences approached statistical significance. For 

all learning objectives, greater than 50% reported increased post-test confidence scores. For 

two learning objectives, one trainee reported a decrease in confidence (data not shown).

For the CM session Emerging Research Roles and Opportunities, learning objectives post-

test confidence means were significantly higher than pretest means (Table 3). For both of the 

learning objectives, 71% reported increased confidence and two trainees reported the same 

pre- and post-confidence scores. There were no reported decreases in confidence.

Impact after Training

For all sessions combined, the average overall impact ratings ranged from 2.73 for Funding 

Part 1 (CBO) to 3.0 for Evaluation and Research (CBO), respectively (Table 4). Average 

impact ratings for the questions related to making session-specific changes ranged from 2.6 

for Funding Part 1 (CBO) to 3.0 for Evaluation and Research (CBO), Funding Part 2 (CBO) 

and Types and Phases of Research (CM). Sixty to 100% of trainees agreed to make changes. 

Table 5 lists specific changes planned by trainees.

Satisfaction after Training

Overall training satisfaction scores ranged from 4.47 for Research Methods (CBO) to 5.0 for 

Funding Part 2 (CBO). Relative to appropriateness of each session for preparing trainees for 

research roles, average satisfaction scores ranged from 4.40 for Funding Part 1 (CBO) and 

5.0 for Funding Part 2 (CBO). With the exception of the Research Methods session (CBO), 

100% of trainees reported high or very high satisfaction relative to preparation for research 

roles (Table 6).

Reaction at 2 and 3 Months after Training

Four major themes emerged from the focus groups: (1) Overall Impression; (2) Impact on 

Confidence and Research Activity; (3) Areas to Improve Training; and (4) Why Community 

Engagement Matters. Table 7 lists major themes and sub-themes and includes representative 

quotes from CMs and CBOs.
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Theme 1: Overall Impression.—Overall impression describes the trainees’ perception 

of training value, which they felt made them more knowledgeable about research. Training 

strengths and training weaknesses were two major subthemes. Major strengths included 

format (i.e., lecture and exercises) and delivery method (e.g., weekly breaks between 

sessions [CBOs], use of handouts), knowledgeable and competent facilitators, and 

applicable and comprehendible content. Curriculum weaknesses were also noted, including 

timing of sessions and limited time for facilitators to respond to the provided information 

and answer questions. CBO trainees further identified technical issues during one session as 

a weakness.

Theme 2: Impact on Confidence and Research Activity.—CMs and CBOs both 

described increased confidence in understanding the research process. Subthemes included 

the positive impact of the training and the issues lingering after training. CBO trainees 

described how the training provided new, or enhanced their current methods for engaging in 

community-based research activities. They further discussed how the training improved their 

organizational grant writing processes. Overall, CBO trainees indicated their increased 

confidence to engage in research post-training has had a positive impact within their 

respective organizations.

CM trainees indicated the training enhanced their attitudes about research. In particular, they 

better understood the importance of the community’s voice in research projects. Because of 

their increased confidence, some went on to pursue active research roles (e.g., assist 

researchers with writing Patient Centered Outcomes Research Institute [PCORI] grant 

proposals) and becoming part of a research team (e.g., PCORI ambassadors). Overall, CM 

trainees had a positive view of potential community involvement in research.

Both CM and CBO trainees identified several post-training issues that they felt limited their 

application of training content. For example, CBO trainees discussed the need for additional 

sessions to fully apply the information from the training (i.e., implementing the lessons 

learned within their organization). One trainee noted the training required her to adjust her 

thinking about her organization’s needs. CM trainees expressed similar uncertainty of how 

they could implement the training lessons in their community. Additionally, some trainees 

noted the potential for local churches to educate congregations about research and 

acknowledged more people need to attend trainings such as these. Overall, lingering issues 

post-training affected some trainees’ perceived ability to implement lessons learned from the 

training.

Theme 3: Areas to Improve Impact.—CBO trainees emphasized the desire for post-

training mentoring and the need to build partnerships, while CM trainees stressed the need to 

improve research dissemination. This theme had three major subthemes: identification of 

mentorship process/program, building partnerships, and mechanisms to improve 

dissemination of research.

Many trainees indicated they were unsure how to apply the information to their projects or 

organizations. CBOs further suggested building academic–community and community–

community partnerships to improve their capacity to apply their training and inquired about 
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how to develop these partnerships. A CBO representative suggested a speed dating session 

with academic researchers to help find a potential research partner.

Disseminating findings from research, including this study, emerged as a mechanism to 

improve training impact. Trainees stressed if they knew how their opinions informed this 

training, it would keep them involved in research. Trainees also thought improved 

dissemination could help increase their level of community engagement and understanding 

of research more broadly. Suggested channels for dissemination include city government 

(e.g., city council, mayor’s office), city groups, community health centers, religious spaces, 

radio, and public service announcements.

Theme 4: Community Engagement Matters.—Community engagement matters 

emphasized the perceived importance of community engagement to increase trainees’ 

confidence in research as well as the community at large. Some CMs indicated they shared 

what they learned about research with their community and served as a link between 

researchers and the community post-training. The four subthemes which emerged under this 

theme are: importance of community participation in research, disconnect between 

community and researchers, need to build partnerships between researchers, and disconnect 

between communities.

The importance of the community voice in the research process was expressed across 

trainees. Some CBO trainees discussed ways (e.g., community integration) to engage and 

build the capacity of communities to increase their presence in research; however, some CM 

trainees wondered if their opinion was in fact taken into consideration. Trainees also 

discussed the importance of building academic–community partnerships. They stressed a 

disconnect between researchers and CMs, noting how researchers are only present when 

they want data for their research, leading to distrust among CMs. A CBO trainee shared a 

past failed attempt to learn more about research from a researcher. Despite the disconnect, 

CBO trainees remained interested in establishing relationships with academicians so they 

could have input in the research process.

DISCUSSION

Numerous training programs have been designed to increase the community stakeholder 

knowledge about research.20–23 The MVC-CRT program was one of the first studies to 

document the integral role of CMs and CBOs in program design19 and in testing and 

evaluation as presented here. Documenting this process lays the foundation to develop 

and/or improve metrics for future evaluations regarding the impact of community input on 

building research capacity. Furthermore, the MVC-CRT program, unlike other programs, 

was tailored to meet the unique research needs and interests of both CBOs and CMs, and can 

be used to address the different research interests of the CBOs and CMs. For example, a 

CBO could apply this training program to address a health issue that impacts their clients 

(e.g., addressing cancer disparities through increased screening) by: 1) becoming a member 

of a community–academic partnership; 2) identifying and applying for funding if necessary; 

and 3) conducting their own research as described in the training. Similarly, CMs can better 

address a health concern through research because they are more informed of: 1) the purpose 
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of research and the process and 2) the role they can play in research. This likely contributed 

to the high satisfaction scores for the overall training. Another unique feature of the MVC-

CRT program is the implementation of immediate and 2- and 3-month post-training 

assessments, which provides a more robust impact assessment when combined with 

immediate post-training assessments.

Little has been written about how training programs increase trainees’ confidence in 

engaging in research. Overall, MVC-CRT trainees reported significant improvements in 

confidence levels immediately following the training via their evaluation surveys. 

Particularly, the CMs had a greater increase in confidence levels overall post-training 

compared to CBOs, which could reflect CBOs having higher levels of knowledge and 

experience in research pre-training. These findings were similar to the focus groups, and the 

2- and 3-month post-assessments. Participation in the program effectively improved 

confidence, which was sustained and led to either improved or enhanced research activity 

(e.g., improved grant writing and taking on new research roles).

Focus group and 2- and 3-month post-assessment results suggested participants were more 

knowledgeable about research. They felt empowered to engage in research conversations and 

activities within their communities and/or organizations. Many reported an increased 

understanding of the importance of the community voice in research, particularly to build 

trust between researchers and the community for future partnerships. Finally, the evaluation 

process empowered trainees to suggest improvements to the program, including additional 

opportunities to learn about and experience research, mentorship of CBOs by researchers, 

and improved research dissemination to the community at large. These suggestions align 

with CERC’s goal to strengthen academic–community research partnerships to improve 

community health.

STRENGTHS AND LIMITATIONS

There are several strengths of this study. First, this is one of the first training programs with 

a dual track that addresses the distinct training needs of CMs and CBOs individually. 

Second, it promotes capacity building of CMs and CBOs to engage in research with 

academic partners on many levels (i.e., team members, advisors, and/or participants), 

promoting sustainability of research partnerships. Third, community partners were engaged 

throughout the development, implementation, and evaluation of this pilot project to promote 

program relevance and possibly sustainability. Furthermore, the program’s evaluation uses a 

mixed methods approach, pre–post assessment as well as follow-up focus groups, which 

demonstrate lasting impact of the content.

The main limitation of the study is the small sample size. However, the study was the first of 

its kind, exploratory in nature, and will inform future studies. This study may be limited in 

generalizability if academic institutions and/or community organizations are geographically 

located in areas with little to no research activity/interests (e.g., rural areas); however, if they 

are, this work is generalizable. Furthermore, we do not demonstrate formal follow up 

regarding participant engagement in research. However, a some trainees, during focus 

groups, indicated they engaged in research efforts post-training, such as becoming a member 
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of a research team (e.g., PCORI ambassador) or active research roles (e.g., academic–

community research partner to write grants). Furthermore, a CBO applied and received a 

CERC minigrant aimed at building academic–community research partnerships.

FUTURE RESEARCH AND CONCLUSIONS

Trainees viewed the training positively immediately post-training, and this positive opinion 

was sustained at 2 and 3 months after training. However, it is not known how or the extent to 

which their increased confidence and perceived knowledge increase impacted their research 

activities. Additional investigation is needed to understand if participation in the program, 

independent of other training opportunities, resulted in an increase in the number or quality 

of academic–community research partnerships. We integrated trainees’ recommendations for 

improvement into the dual-track curricula and recently conducted a second round of training 

with a new group of trainees. For example, we added insight on how to form relationships 

with academic partners. We plan to track the research activities of these trainees, whether it 

be as research team members, advisors, and/or participants. Long term, we anticipate our 

training will empower and increase the capacity of CMs and CBOs to participate in research, 

use research findings to promote policy change, and help others to advocate for their health, 

all important activities in the process of translating research findings into improvements in 

public health.
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