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Although Community-Based Participatory Research (CBPR) is grounded in 
socioecological theories of health, using and addressing theory in CBPR can be 
challenging. This paper explores how theory was used and melded with 
community expertise in one CBPR study in Durham, North Carolina. 
Challenges to use of theory included time restrictions, the need to focus on 
meeting local needs and making short-term measurable gains, and differences 
among collaborators in comfort with and concern for theoretical discussion. Both 
community and theoretical voices were sometimes short-changed – particularly 
voices that were more difficult to access or integrate into existing ways of 
operating. Nonetheless, we were able to bring theory into our work at a number 
of stages and to meld theory with community expertise in ways that benefited our 
project. Our case study suggests the importance of creating opportunities for 
small group discussion; utilizing an iterative dialogic approach to melding theory 
and community expertise; grounding theoretical discussions in specific, concrete 
questions; taking the long view of CBPR, including purposefully bringing 
attention to theory even while responding to pragmatic concerns; and spending 
more time on building the capacity to collaborate of both academic and 
community partners. It also raises the need for funders to consider how to align 
their expectations of grantees with effective attention to root causes of poor 
health and health disparities. 

Background 
Melding the knowledge of researchers and community members is central to 

community-based participatory research (CBPR). However, greater attention 
is needed to the challenges of and strategies for doing this. This paper focuses 
specifically on the use of social science theory in one CBPR project and how 
it was melded with community expertise. It begins with background on the 
importance of this topic followed by the presentation and discussion of a case 
study. All research presented was approved by the Duke Medicine or North 
Carolina Central University Institutional Review Boards. The authors of this 
paper include both community and academic members of the study team. 
Community-Based Participatory Research 

CBPR is “a partnership approach to research that equitably involves, for 
example, community members, organizational representatives, and researchers 
in all aspects of the research process and in which all partners contribute 
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expertise and share decision making and ownership” (Israel et al., 1998). CBPR 
aims to use and increase knowledge in a way that directly benefits the 
community by improving the relevance and quality of research, empowering 
community members through their research leadership, and ensuring that 
community members are adequately compensated and community interests 
are taken into consideration throughout the research process. In fact, a growing 
body of literature indicates that CBPR can: 1) enhance the cultural 
appropriateness of research; 2) improve study recruitment; 3) provide 
important insights into community needs and context; 4) strengthen the 
likelihood of community benefit from research; 5) promote sustainability of 
successful work and adaptation to other contexts; and 6) expand the capacity 
of researchers and community members to work together, taking on larger 
challenges over time (Brakefield-Caldwell et al., 2015; CDC Community 
Engagement Task Force, 2011; Israel et al., 2019; Jagosh et al., 2012; Lucero et 
al., 2018). 

While the case for community-capacity building and research enhancement 
through CBPR is strong, there is a need for more attention to how it can be 
done most effectively (Lucero et al., 2018). As noted by Arrietta and colleagues 
(2017), engaging effectively in CBPR requires that academics build a new set 
of competencies. At the same time, Jiménez-Chávez et al. (2018) note that 
community participation in CBPR projects is often limited to specific tasks 
— such as recruitment — and there is still little empirical research on how to 
increase the capacity of community members to more fully engage in CBPR. 
Among the issues requiring attention is how to meld different knowledge 
sources for CBPR. 
Theory and CBPR 

The focus of this paper is how formal theory, in this case social science 
theory, was melded with community expertise in one CBPR project. As 
defined by Ellen Hertz (2016, p. 153): 

Theory is careful generalization and parsimonious abstraction, 
on the basis of observation of, and interaction with, concrete 
social situations, which are then systematized through 
comparison with the generalizations of other social scientists and 
through a historicized examination of how our own ideas 
develop […]. It is through ‘theory’ that we can move from 
singular, commonsensical apprehensions of the social world to 
more general, critical understandings. 

Arguably, whether consciously or unconsciously, human beings generally 
operate on the basis of theories about how the world works, theories of the 
form “when a person does x, the result will be y.” What we mean by theory in 
the context of this paper, however, is the formal type of theory associated with 
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the academic enterprise, in which variables are defined, propositions about 
the relationships of variables are explicit, and theory is developed and tested 
through research.1 

There is a need for explicit attention to effective strategies for what we 
have termed the “melding” of theory and community expertise. Melding can 
take the form of identifying and applying common insights from theory and 
community expertise, using one source to refine the practice implications of 
another (e.g., leveraging community expertise to identify the action 
implications of theory most appropriate for a given context), or identifying and 
querying contrasting insights from the two sources (which can also potentially 
lead to theory modification). 

In many ways, theory is central to CBPR. The latter is grounded in academic 
theories that emphasize societal power imbalances, and many see CBPR as an 
antidote to atheoretical research that focuses on proximate causes of health 
problems instead of uncovering and addressing more fundamental causes 
(Wallerstein & Duran, 2003, 2006; Williams & Jackson, 2005). Ideally, CBPR 
makes researchers and community members increasingly aware of the larger 
socioecological framework — policies, social relationships, politics, built 
environment — that affects health, thereby enriching our understanding of 
how the world works (Stokols, 1992). Developing good theory and good 
practice are complementary goals. CBPR contributes to theory-building by 
generating culturally-appropriate concepts that provide a more accurate 
understanding of phenomena and by providing information on the role of 
context in study outcomes (AHRQ, 2004; Cargo & Mercer, 2008; Macaulay 
et al., 2011; Sallis et al., 2008). Conversely, theory can strengthen practice 
by pointing practitioners to important factors to consider in designing and 
carrying out effective practice (Bradbury & Reason, 2003; Cargo & Mercer, 
2008). As noted in an influential source, CBPR: 

…integrates and achieves a balance between knowledge 
generation and intervention for the mutual benefit of all 
partners; focuses on the local relevance of public health problems 
and on ecological perspectives that attend to the multiple drivers 
of health. (Israel et al., 2005, p. 1464) 

CBPR can help make theory a tool for communities to address the 
conditions affecting their health, but only if it is accessible and appropriate. 

However, effectively using and developing theory can be challenging within 
the context of CBPR. First, a central insight of CBPR is that the academic 
world does not have all the answers. CBPR recognizes that community 

This is not to say that academics operate only on the basis of theory. Certainly, academics are also influenced by their experience and (often 
unconscious) worldviews. The question for this paper is how theory and community expertise are melded in CBPR, but there is much to be 
said about the way that the life experience of academics influences their contributions to CBPR. It is also worth noting that there are other ways 
of understanding theory than the formal academic theory that is the focus of this paper. A “theory of change,” for example, describes the logic 
of a specific initiative and does not make a claim to larger generalizability. 
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expertise is often an important complement and even corrective to theory 
(Garland et al., 2006). Therefore, theory must not just be used; it must be 
melded with other forms of knowledge — most importantly, community 
expertise. Bringing together multiple sources of knowledge, however, is a 
challenging endeavor. Second, if CBPR is to be effective in meeting the needs 
of a specific community, it cannot be focused only on the generalities that 
theory can explain across multiple communities but must be attentive to the 
details of what is happening in the community, including what theory cannot 
yet explain.2 This is one of the reasons that CBPR emphasizes learning from 
the expertise of community members, who understand how things work and 
how to get things done in their particular context. 

Third, a project team must decide how best to use its limited time. Time 
spent on thinking about theory might be better used in building collaborative 
relationships (although there may sometimes be ways to do this while thinking 
about theory) or meeting immediate community needs. A fourth problem 
arises from differences between academics and community members in their 
comfort with the language of theory, developing theory, and using theory to 
think about daily life (Chataway, 1997; Jones & Wells, 2007); moreover, 
academics are paid to use their time in this way. Finally, the value of community 
benefit underlying CBPR, the need to keep all partners engaged, and funders’ 
concern with seeing measurable impact all favor spending time on achieving 
immediate practical outcomes rather than theory-building (Adams et al., 2004; 
Freeman et al., 2006; Wallerstein et al., 2005). 

This paper looks at the use of theory in one CBPR study — the African 
American Health Improvement Partnership (AAHIP) Diabetes Improvement 
Project — asking specifically: 

The paper focuses on stages of the project at which the use of theory was 
most relevant: the writing of the original grant proposal and later intervention/
study development, analysis/interpretation and dissemination, and the 
subsequent work of team members. 

1. How was theoretical knowledge utilized in this case? 

2. How were theory and community expertise “melded” in study design, 
analysis/interpretation and dissemination? What approaches were 
used in this process? 

3. How successful were these approaches in advancing the work? 

Even within research, there is a tension between “nomothetic” and “idiographic” approaches. Nomothetic researchers seek to create theory, 
asking for example, “What is social class?” Idiographic researchers seek to fully explain a single phenomenon, e.g., “What does social class look 
like among African Americans in Durham?” These approaches can be combined, but through a time-consuming theory-building process 
(Przeworski & Teune, 1970). 
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Case Description 
Project Overview 

In September 2005, the Division of Community Health in the Duke 
University Department of Community and Family Medicine (now the 
Department of Family Medicine and Community Health) was awarded a 
three-year planning grant through the National Center (now Institute) for 
Minority Health and Health Disparity program “Community Participation in 
Health Disparities Intervention Research.” AAHIP used a CBPR approach 
to plan and pilot an intervention to improve the health of African Americans 
in Durham, North Carolina. The research team (RT) included researchers 
from Duke University and two health care providers from a local community 
organization, the Community Health Coalition (CHC). A 15-member 
Community Advisory Board (CAB) was created to represent a spectrum of 
Durham’s African-American and health care communities, e.g., providers, 
community advocates, ministers, and government officials. Two professors 
from North Carolina Central University, a local, historically black university, 
evaluated the collaboration over time by surveying both CAB and RT 
members. 

Planning and decision-making for this study resulted from deliberation by 
and consensus among the members of the CAB and the RT. Through a 
planning process during the pilot phase, the CAB and RT decided to address 
type 2 diabetes management through a project we called the Diabetes 
Improvement Project (DIP) and designed an intervention combining 
individual patient-centered health coaching by professional community health 
educators (CHEs) with lay-led peer support groups. A survey and biological 
data collection were designed to capture participant characteristics and 
anticipated six-month changes in knowledge, attitudes, behavior, and 
biological outcomes. 

Based on the three-year pilot, we were awarded a full implementation grant 
of five years using the same general approach with some modifications. When 
the five-year grant period ended, the coalition stayed together for several 
months to decide on next steps. In the end, some members of both the CAB 
and RT joined a new funded community-wide diabetes initiative; subsets of 
the group have worked together on other projects; and members of the team 
continue to work together to disseminate study findings and lessons learned 
from the study. 

While the focus of this paper is on the melding of theory and community 
expertise for this project, we recognize that any success in that aspect of our 
collaboration is premised on our ability to collaborate more generally. We 
believe that bonds of trust and connection were developed in this project in 
a number of ways; in particular, we would note the inclusion of community 
members on the RT and periodic participation in fun activities like celebratory 
events and social dinner. We also believe that the kind of collaboration we are 
about to describe was undertaken in a spirit of honesty and common purpose 
that contributed to those bonds. Thus, a relationship of trust and connection 

Melding Multiple Sources of Knowledge: Using Theory and Experiential Knowledge to Design a Community Health Intervention...

Journal of Participatory Research Methods 5



was both a foundation for and the result of the story we tell here. Additionally, 
the inclusion of community members on the RT made possible the iterative 
attention to community voice and the attention to clarity of communication 
with the CAB. 
Grant Proposal 

The original grant proposal was written in broad strokes, with initial drafts 
written by the academics on the RT and major ideas shared with and approved 
by the CHC. The proposal was grounded in the socio-ecological model of 
health, and given compelling prior research on the efficacy of social support 
to foster positive health behaviors (Heaney & Israel, 1997), improve disease 
management (Ford et al., 1998), and buffer daily life stressors (House et al., 
1988), we tentatively proposed that increasing access to social support would be 
a promising platform to mount a CBPR intervention. 

The proposal also expressed the likelihood that the project would address 
diabetes or hypertension — common diseases with which the RT had 
experience and that have disparate prevalence and sequelae for African 
Americans and Whites. Finally, the proposal indicated that the team would 
address the health of African Americans across the spectrum of social “class” 
because racial health disparities exist at all socioeconomic status (SES) levels. 
There is little research on groups with higher SES, and Durham has an 
unusually large high-SES African-American community. Researchers had also 
been influenced by literature on the importance for low-resource communities 
of “bridging social capital,” i.e., social capital developed between different 
sectors of society (Putnam, 2001) and the proposition found in institutionalist 
theory3 that political sustainability of programs and policies is enhanced when 
those policies or programs benefit multiple sectors, e.g., rich and poor 
(Skocpol, 1995). In writing the proposal, then, the RT drew on multiple 
theoretical frameworks: the socioecological model, theories of the influence of 
social support on health, social capital theory, and institutionalist theory of 
social policymaking. 
Study Design 

In the early days of study design, our primary goal was designing an 
intervention. At the beginning of this process, we utilized what we would 
now describe as a collective deliberative approach, through which the team 
collectively considered information to move towards our goal. The study’s RT 
met weekly to prepare for monthly CAB meetings and to work out the details 
of broad decisions made in those meetings. By definition, because RT meetings 
and CAB meetings involved both academics and community members in a 
highly participatory and deliberative process, this process engaged ideas 
grounded in both academic theory and community expertise. Initially, we 

As illustrated in the article cited here, institutionalist theory posits that policymaking and other sociopolitical decisions are shaped by 
institutional arrangements that may themselves be the result of prior decisions. 

3 
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allocated time to sharing selected literature on diabetes management, disease 
prevalence and disparities data, and team members’ experiences with/
observations about diabetes management. 

Given the need to quickly design and launch an intervention study, however, 
we focused on more applied literature (describing the operational aspects of 
diabetes management interventions) and rarely ventured into explicitly 
theoretical discussions. Moreover, while weekly discussions within the RT 
allowed time for fruitful explanation and collective consideration of team 
members’ perspectives, CAB meetings were not optimally structured early on, 
with RT questions often being too theoretical, abstract, or too broad (e.g., 
how social support could help with diabetes management) to generate effective 
decision-making. 

One meeting, however, represented a major turning point in the RT/CAB 
working relationship. Both CAB and RT members shared their experiences 
as either people with diabetes, family members and friends of people with 
diabetes, or health care providers who had patients with diabetes. This 
particular conversation tangibly raised the level of comfort and cohesion in the 
group. Moreover, the RT realized that common themes had emerged from the 
discussion and that these could form the basis of an intervention. 

Gradually, an iterative dialogic approach to intervention planning was 
emerging. (See Table 1 for a summary of this and other melding strategies 
described in this paper.) The RT worked to distill the themes that had arisen 
during the CAB meetings into core intervention elements that were then 
brought to the CAB for modification and approval. Many members of the 
RT brought their own theoretical insights to this process; at the same time, 
the RT worked to keep the presentation of themes grounded and clear, with 
community members being particularly important in that effort. The CAB 
responded enthusiastically and effectively to the request for feedback, 
eventually resulting in the approval of the following five intervention elements: 
1) Using the church as the key setting for recruitment and intervention; 2) 
Strengthening social support; 3) Responding to participants’ individual needs; 
4) Offering positive messages, e.g., living well with disease is an achievement; 
and 5) Empowering patients to manage their condition and shift patient-
provider relationships. 

The RT then created and brought to the CAB for feedback a “roadmap” 
of specific interventions reflecting the five core elements and the anticipated 
intermediate and ultimate outcomes of these interventions. Without requiring 
the CAB to engage in an explicitly theoretical discussion, the development 
of this roadmap represented the melding of theory-based knowledge and 
community expertise; it spelled out a concrete intervention and couched it 
in a theoretical framework. Ultimately, a larger summary document organized 
around the five core elements of the intervention approach was produced. We 
described the rationales for each element to be found in community expertise 
and theory and specified ways in which these core elements would be reflected 
in our intervention. For example, an emphasis on social support was indicated 
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Table 1. Melding Strategies and Examples 

STRATEGY PROCESS EXAMPLES 

Iterative, 
dialogic 
approach to 
intervention 
development 

Example 1: Concordance of theory and community expertise. 

CAB members noted that in their experience support from others, 
particularly peers, helps with disease management. RT knew literature linking 
social support to positive health behaviors, improved disease management, 
and buffering of daily life stressors. Result: Strengthening of social support as 
core intervention element; CAB approved. Two specific interventions: CHEs 
worked with clients to strengthen individual social support and peer groups 
primarily based on existing social networks. 

Example 2: Reconsideration of theory-derived intervention based on 
community expertise. 

Based on the literature on the importance of “place” as a social determinant of 
health the RT suggested a neighborhood-based intervention. CAB indicated 
that the role of neighborhoods in community’s social life had declined and 
neighbors would not want to discuss their health with each other. They noted 
that churches are where people spend most of their time and get most of their 
support. Result: Church-based intervention. 

Proactive 
attention to 
partnership 
process 

Survey found higher-SES African-American community overrepresented on 
the CAB and lower-SES board members were often reluctant to speak. Result: 
CAB and RT revised process to include full CAB participation in agenda-
setting, solicitation of remarks from all CAB members, establishment of 
subcommittees, and more balanced CAB recruitment, inclusive of former 
study participants. 

Data-
grounded 
multisource 
discussion 

Example 1: Review of pilot and early full intervention findings to modify 
intervention. 

CAB-RT discussion of quantitative findings on participant SES and results of 
qualitative interviews with group leaders and focus groups with clients. 
Result: Broadening of recruitment beyond mainstream churches to smaller 
churches and other community settings. 

Example 2: Interpretation of final results. 

Discussion of findings on changes in health status, including observations of 
CHEs re: barriers faced by clients, stories of successful change, and insights of 
RT and CAB. Result: Set stage for discussions of social drivers of health, 
effectively blending theoretical frameworks and the CAB’s knowledge of the 
local conditions. Influenced member future work. 

Focused 
multimodal 
contributions 
to 
dissemination 
product 

Development of a manuscript on the role of SES in study recruitment, 
retention, and outcomes allowed community members to provide comments 
in whatever ways suited them. Sample result: Manuscript benefited from a 
community member’s close attention to the very specific needs of lower SES 
participants; contributed as comments. 

• Moved from discussion of 

community experience to 

theory-informed distillation 

of themes from discussion to 

create core intervention 

elements to identification of 

specific interventions based 

on elements and available 

resources. 

• All discussion was grounded 

in practical question of how 

to help participants manage 

diabetes. 

• RT (including community 

members) initiated and 

participated in discussion 

while listening actively; 

drafted written plans. 

• CAB had continuous 

opportunities for input 

during the iterative process. 

• RT developed 

documentation linking core 

elements, rationale in theory 

and community expertise 

and specific interventions. 

• Third party conducted 

annual survey of CAB and 

RT. 

• Third party presented 

findings to CAB and RT with 

attention to clear 

communication. 

• CAB and RT revised 

partnership process. 

• RT prepared presentation of 

study findings to CAB with 

attention to clear 

communication. 

• Discussion of meaning of 

study findings combined 

observations/insights of 

CHEs, CAB, and RT. 

• CAB and RT developed 

dissemination product 

grounded in a specific 

question or topic. 

• Product was developed 

through combination of 

scholarly drafting, informal 

written commentary, and 

oral discussion, with each 

participant using the 

approach most comfortable 

for them. 
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by both CAB experience and research evidence, the feasibility of changing 
social support in the short term, and the potential sustainability of peer 
support groups. Based on these rationales, we determined that CHEs would 
work with clients to enhance sustainable sources of support, and peer support 
groups would be built on existing support systems. 

The story of decisions around two of the study’s central concepts — social 
support and social capital — is useful for illustrating the benefits of melding 
knowledge sources in this iterative, dialogic fashion and of keeping 
conversations focused and grounded in practical questions. These stories also 
illustrate the potential of this iterative dialogic approach to allow for 
reconsideration of theory-based intervention elements as a result of 
community-expertise. For example, based on the literature on the importance 
of “place” as a social determinant of health (Bernard et al., 2007; Gaskin et 
al., 2019), the RT suggested a neighborhood-based intervention. However, 
the CAB indicated that the role of neighborhoods in Durham’s social life 
had declined in the preceding decades, and that neighbors would not want 
to discuss their health with each other. They noted that churches, and, to a 
lesser extent, workplaces are where people spend most of their time and get 
most of their support, an insight that resulted in the first of our five core 
elements. Without an explicitly theoretical discussion, then, the CAB assessed 
our theory-based proposal in light of their community expertise. The CAB’s 
insights were further supported by our baseline survey results; data from that 
survey showed respondents were much more likely to seek support for diabetes 
management from co-congregants than from friends or neighbors. 

A second example can be found in how we translated the concept of 
“bridging social capital” for the design of our intervention. Because of our 
interest in creating bridging social capital — in this case, developing an 
intervention in which both rich and poor would have a stake — researchers 
hoped that support groups would be a vehicle for bringing together diabetics 
of different SES levels and were interested in bringing together congregants 
from churches that catered to different SES groups. However, the CAB argued 
for building on existing social networks and warned against removing people 
from their comfort zones. In churches with a socioeconomically diverse 
congregation, support groups would automatically cross SES groups. 
However, the CAB suggested that groups from homogeneous churches should 
be left homogeneous if we wished to make our support groups inviting and 
effective, and we proceeded on this basis. Again, through this approach, the 
CAB was able to appraise theory-based ideas in light of community expertise. 
Through the iterative, dialogic melding of theory-based knowledge and 
community expertise, therefore, social support and social capital remained 
important study constructs, but we became more realistic about their practice 
implications in the local context. 

It is important to note that it was not only the application of theory-based 
knowledge that was restricted by practical considerations. There were also 
instances when considering, and then applying, the full range of community 
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expertise proved challenging. As planning came to an end, the external 
evaluators administered their first collaboration survey to the CAB and RT. 
They found high levels of satisfaction with the effectiveness, fairness, and 
openness of the collaboration. However, a concern was expressed that 
Durham’s higher-SES African-American community was overrepresented on 
the CAB and that lower-SES board members were often reluctant to speak, 
indicating that segments of the community had an unequal “voice” in the 
planning process. Having been proactive in reviewing our partnership process 
through the survey allowed us to improve channels for lower SES community 
expertise to be melded into our work. The CAB developed a number of 
measures to address this concern, including full CAB participation in agenda 
setting, solicitation of remarks from all CAB members, establishment of 
subcommittees, and more balanced CAB recruitment, including of diverse 
former study participants. Participation in meetings broadened and concern 
about socioeconomic diversity was not prominent in subsequent collaboration 
surveys. 

The impact of community expertise was also enhanced by planned focus 
groups with pilot participants and interviews with pilot support group leaders. 
Preliminary results from the survey and this qualitative research were prepared 
by the RT to be reviewed by the CAB, with attention to clarity of 
communication. When discussed collectively by the CAB and RT, the results 
led to some practical modifications for the full-implementation study, such as 
broadening recruitment beyond mainstream churches to smaller churches and 
other community settings. 
Analysis, Interpretation, and Dissemination 

Use of theory was salient as we moved into data analysis, academic and 
community dissemination of our findings and lessons learned, and 
consideration of next steps. As with study design, we found that, within the 
RT, we effectively combined the perspectives and priorities of both researchers 
and community members in data analysis planning and interpretation of 
findings and were sometimes effective at doing this in CAB meetings as well. 
The RT developed presentations of study results for the CAB with an 
emphasis on clarity of communication, pairing tables and figures with bottom-
line findings and focusing on specific questions. One in-depth discussion of 
findings on changes in health status and its correlates included trenchant 
observations from the CHEs about changes they saw in some participants and 
the barriers to change faced by others. The data and these observations helped 
set the stage for discussions of social drivers of health, effectively blending 
theoretical frameworks and the CAB’s knowledge of the local culture and 
conditions. 

CAB discussions of community dissemination and next steps were 
extremely generative, with the CAB bringing energy, expertise, and creativity 
to the design of community dissemination events; components of these events 
ranged from a performance by a local gospel choir to slides with study results 
to the creation of a paper “quilt” of personal success stories. Not surprisingly, 
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determining how best to involve community members in academic 
dissemination was more challenging, given a lack of familiarity with the 
process, format, and jargon of such products, and, in some cases of a lack 
of interest. We found, however, that community members from the RT and 
a few of the community members from the CAB were, in fact, interested 
in authoring professional presentations and publications. Presentations were 
of particular interest when done for a community member’s professional 
association (medical, for example, or health education). Furthermore, we were 
able to increase the number of community members interested in academic 
dissemination when we made an explicit decision that authorship did not 
require putting pen to paper and instead allowed people to contribute to 
papers by talking about their ideas in small group discussions of specific 
products. 

Focused discussions of specific products were also successful in eliciting 
important input from multiple team members. For example, dissemination of 
lessons learned from our CBPR process benefited from both researchers and 
community members honestly sharing their experiences on the study and from 
the researchers’ ability to link those experiences to common scholarly questions 
about the practice of CBPR. In another example, development of a manuscript 
on the role of SES in study recruitment, retention, and outcomes benefited 
from a community member’s close attention to the very specific needs of lower 
SES participants (Silberberg et al., 2020) — in other words, her community 
expertise was used to address the theoretical question of how SES affected 
experience in the study. 

Discussion 
Theory can be seen as creating the container for the AAHIP DIP study, 

defining the general parameters of the intervention and study design. In many 
ways, there was an effective melding of this theoretical knowledge with 
community expertise. An intervention roadmap was created that combined the 
insights of both, and community expertise was used to modify actions and 
concepts suggested by theory. For example, we recognized that while bridging 
social capital may have benefits, it would be more effective to bring people 
together through existing social networks than to create support groups of 
previously unconnected individuals. Theory has also been an important 
element of data analysis, interpretation, and dissemination, as well as the later 
work of team members, particularly by focusing our attention on social drivers 
of health. 

At the same time, the story of AAHIP DIP illustrates the challenges of using 
and melding theory with community expertise laid out in the background to 
this paper: the time involved and the reality of limited time, varying levels 
of comfort with different sources of knowledge, and the pressure to keep 
everybody engaged, meet community needs and demonstrate measurable 
impact in a short time-frame. Notably, it was not only attention to theory 
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that was affected by these constraints and challenges, but also, at times, the 
breadth and diversity of community expertise represented in deliberations. As 
with theory, our capacity in this regard improved over time. 

This case study provides a number of lessons for CBPR, albeit lessons that 
raise their own questions (see Call-Out Box 1). The first has to do with group 
size. Our observation is that hearing all voices and melding theory and 
community expertise was often easier in smaller groups – whether within the 
RT or one of the groupings that formed around dissemination or other specific 
tasks. The literature on team science is mixed on the size of effective teams, 
with tradeoffs between the communication and coordination challenges of 
large teams and the benefits of their diverse pool of resources; there is some 
indication that diverse teams (e.g., interdisciplinary teams) are more effective 
when smaller (Stokols et al., 2008). Our experience suggests that even when 
CBPR requires bringing larger groups of stakeholders together to achieve 
study goals, efforts to break into smaller groups can support more effective 
collaboration and melding of different sources of knowledge. Becker and 
colleagues (2013) have noted the importance of incorporating opportunities 
for small group deliberation into CBPR processes more generally. Chang and 
colleagues (2013) have noted that the commonly-used steering committee 
approach can fail to empower monolingual immigrant populations; this model 
may also need revision to support participation by English-speaking 
community members, especially when confronting the challenges of melding 
different sources of knowledge. 

Call-Out Box 1. Common Lessons Across Strategies 
Iterative, dialogic approach (which takes time) 

Inclusion of community members on RT as well as in CAB to address community needs and 
concerns 

Common and distinct roles for RT and CAB; creation of space for contributions of different 
forms as well as different content (multimodal as well as multisource) 

Grounding of discussions in practical questions, specific topics 

Benefits of small groups 

Challenges of melding and the need for explicit attention to partnership 

The second lesson is the benefits of the iterative, dialogic approach that 
evolved for our project. The RT and CAB played distinct roles in this process, 
which allowed all participants to draw on their strengths. At the same time, 
the inclusion of community members on the RT meant that community needs 
were considered at every step. This approach was particularly important in the 
development of an intervention that reflected both theoretical knowledge and 
community expertise. This aligns with other scholars’ prescription that CBPR 
projects clearly define team members’ roles, and that those roles be determined 
by members’ strengths (Bryan et al., 2014; Drahota et al., 2016). At the same 
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time, if engaging in CBPR is to enhance the capacity of all participants, and if 
different sources of knowledge are to be melded rather than utilized separately, 
role definition cannot result in the limited participation of community 
members that sometimes occurs (Jiménez-Chávez et al., 2018). We believe that 
our iterative dialogic approach can be one tool for setting realistic expectations, 
while still expanding capacity and benefiting from the merging of different 
sources of knowledge. Of course, this approach compounds the lengthy 
timelines associated with establishing trusting and inclusive CBPR 
collaborations, which is often at odds with academic tenure clocks and other 
institutional expectations (Springer & Skolarus, 2019). This reinforces 
previous observations that promotion of effective CBPR would be well-served 
by changes in academic structures and processes to recognize and value the 
extensive work that goes into collaboration (Grieb et al., 2017). 

We also learned that discussions of theory were more effective when they 
were focused and grounded in practical questions (e.g., whether we should 
form support groups across churches, a question that in theoretical terms is 
one of “bridging social capital”). Other students of CBPR have proposed other 
ways of “grounding” theoretical discussions, e.g., through photovoice (Halifax 
et al., 2008) and simulation games (Rossiter & Reeve, 2008). Along similar 
lines, McLeroy et al. (1993), in thinking about the use of theory in health 
education, argue that the application of theory to practice should start with the 
practical problem and work backwards to what theory has to offer. Grounding 
does not always make it possible to advance theory or to design practice based 
on theoretical knowledge, given other limitations, especially those of time. 
Nonetheless, new insights can emerge even from discussions that do not yield 
exactly what was hoped. 

Interestingly, it was not only some theoretical insights that were 
deemphasized in discussions, but also some experiential insights. On the 
experiential side, we found, as many CBPR researchers have (Blumenthal, 
2011), that the voices of those with fewer resources were harder to access. 
Moreover, despite a socioecological theoretical paradigm, the focus of our 
intervention was individual behavior change, a decision driven primarily by the 
need to exhibit concrete, short-term gains to both funders and partners. We 
remained committed to bringing both theory and diverse community expertise 
to our endeavor, however, and over time, our ability to access harder-to-reach 
voices from both theory and the community grew as a result of our proactive 
attention to process. 

Our case study also suggests the importance of the current focus on 
capacity-building for both academics and community members (Arrieta et al., 
2017; Jiménez-Chávez et al., 2018), even outside the confines of a specific 
project. The challenges described in this case study would likely be reduced and 
the benefits enhanced by deliberate preparation of academic and community 
partners to engage in this work (see, for example, Coombe et al., 2019). 
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Finally, the impact of the pressure to produce measurable results suggests the 
need for funders who wish to promote attention to root causes of nation-wide 
health disparities to develop and adhere to realistic expectations of grantees, 
a challenge gradually being recognized as more funders begin addressing root 
causes of health and other societal inequities (Paige et al., 2012). 

As we write this paper, the country is reeling from the COVID-19 
pandemic, its wide-ranging repercussions and disparate effects on African 
American, Latinx, and low-income communities, and a heightened awareness 
of the terrible reality of systemic racism in policing and other arenas. These 
developments strengthen the case for studying and supporting effective 
academic-community research partnerships, including enhancing the role of 
theory in collective action. The urgency and complexity of these problems 
and their wide-ranging, yet disparate, implications point to the benefits of 
collaborations between academic institutions and the community that can 
rapidly and effectively respond to these complex realities. Moreover, they point 
to the importance of theoretical frameworks that can help academic and 
community partners understand and address the root causes of the problems 
we face. 

Conclusion 
The case study presented here illustrates many of the limitations to 

successful melding of theoretical and experiential knowledge in CBPR: time; 
the need to focus on measurable, short-term changes; and differences among 
collaborators. Both community and theoretical voices were sometimes short-
changed — particularly voices that were more difficult to access or integrate 
into existing ways of operating. Nonetheless, we were able to bring theory into 
our work at a number of stages and meld theory with community expertise 
in ways that benefited our project. Our case study suggests the importance of 
creating opportunities for small group discussion; utilizing an iterative dialogic 
approach to melding theory and community expertise; grounding theoretical 
discussions in specific, concrete questions; taking the long view of CBPR, 
including purposefully bringing attention to theory; and focusing more 
resources on capacity building for collaboration of academic and community 
partners. It also reinforces the need for academic institutions and funders to 
align their expectations of faculty and grantees, respectively, with what it takes 
to effectively address the root causes of nationwide health inequities. 
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