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Abstract
The HIV epidemic is a health crisis in rural African American communities in the Southeast US,
however to date little attention has been paid to community-academic collaborations to address
HIV in these communities. Interventions that use a community-based participatory (CBPR)
approach to address individual, social and physical environmental factors have great potential for
improving community health. Project GRACE (Growing, Reaching, Advocating for Change and
Empowerment) uses a CBPR approach to develop culturally sensitive, feasible and sustainable
interventions to prevent the spread of HIV in rural African American communities. We describe a
staged approach to community-academic partnership: initial mobilization; establishment of
organizational structure; capacity building for action; and planning for action. Strategies for
engaging rural community members at each stage are discussed, challenges faced and lessons
learned are also described. Careful attention to partnership development has resulted in a
collaborative approach that has mutually benefited both the academic and community partners.
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Introduction
Despite the introduction of prevention measures, the HIV epidemic has become more deeply
entrenched in the US, especially among African Americans, whose HIV rates now soar
above those of whites. No where is addressing this epidemic more critical than in rural
African American communities in the southeastern United States. Against this backdrop,
community based participatory research (CBPR) has gained increased attention as an
approach to address disparities in health. A collaborative process that engages multiple
partners may be particularly relevant in addressing complex problems like HIV (Turning
Point, 2006).

Background
CBPR is research conducted by partnerships between academic and community researchers
with the goal of increasing the value of the research product for both partners (Viswanathan,
Ammerman, & Eng, 2004). CBPR acknowledges the unique strengths and insights that
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community and academic partners bring to framing health problems and designing solutions
(Brody et al., 2004; Brody et al., 2006; Murry, Berkel, Brody, Gibbons, & Gibbons, 2007).
Despite the recognized benefits to research design and implementation, relatively few HIV
interventions have been designed using participatory methods, and few CBPR efforts, of any
kind, have been described in rural communities (Kim, et al., 2006; Marcus et al., 2004;
Rhodes, et. al, 2006; Rhodes, Hergenrather, Wilkin, & Jolly, 2008; Romero et al., 2006).
While the underlying and guiding principles of CBPR partnerships may be similar across
collaborations, each setting provides its own unique challenges that are rooted in the social
context and the nuances of that community. In this paper, we describe how the close-knit
setting of a rural community and the context of HIV influenced the process of partnership
development. Project GRACE (Growing, Reaching, Advocating for Change and
Empowerment), a collaborative partnership that draws on the strengths of community,
academic and public partners, was created to develop culturally specific prevention
interventions in a rural African American community with high HIV rates. Here we describe
the staged approach we used in the process of developing our community-academic
partnership in Project GRACE and discuss factors to be considered in partnerships in rural
communities.

One of the initial challenges of using a CBPR approach is coming to a shared definition of
community among all of the partners. Communities are complex associations defined by
geography, shared history, cultural identity, and other social bonds. In Project GRACE, we
decided to use the defining elements of community as a group of people with existing
relationships who share a common interest, living in the same geographic area or sharing
similar ethnic/cultural background (Kone et al., 2000; MacQueen et al., 2001; Viswanathan
et al., 2004). We also incorporate the notion of “communities of identity,” characterized by a
sense of identity and emotional connection to other members, shared norms and values and
commitment to meeting common needs (Steuart, 1993). (Steuart, 1993). Project GRACE
defines the community we serve as rural African American communities of Edgecombe and
Nash, two contiguous counties in rural North Carolina. These counties share one city, Rocky
Mount; the high rate of HIV in this shared city is an important defining element and an
unfortunate bridge between both counties. Edgecombe County had a three year average rate
of 40.2 (per 100,000) HIV cases from 2005 to 2007, and Nash had a rate of 21.1 (NC
Division of Public Health, 2009). In Nash County, 82% of people with HIV/AIDS are
African American, although only 34% of the county’s population was African American; in
Edgecombe County, 86% of HIV/AIDS cases are African American, where African
Americans make up 58% of the county population. Nash and Edgecombe County Health
Departments, 2007).

Strategies
Project GRACE used a staged approach to partnership development, guided by a
developmental model (Florin, Mitchell, & Stevenson, 1993; VanDevanter et al., 2002). In
this manuscript, we focus on the early stages of partnership development: initial
mobilization; establishment of organizational structure; capacity building for action; and
planning for action. All Project GRACE activities occurred in parallel with the intended
result of reinforcing and strengthening the Consortium through a cyclical and iterative
process of partnership development (Viswanathan et al., 2004). We focus here on these first
four stages because attention to these early developmental stages has been critical to the
long term goal of design and implementation of successful and sustainable interventions
(Brewster, 1993; Ku, Sonenstein, & Pleck, 1993; South, 2000). In addition this focus on the
process of partnership development can highlight the challenges and successful strategies of
implementing building CBPR partnerships in rural settings.
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Stage 1: Initial Mobilization—Establishing the Project GRACE Consortium began as an
outgrowth of writing a planning proposal for funding (NIH, 2005). University investigators
reached out to the communities of interest through a series of open meetings to discuss the
funding mechanism, health problems of interest to the community, and the expectations of
established community based organizations (CBOs) to work in tandem with university
investigators to address the problem. During these early meetings community members and
leaders identified HIV as an important health issue of concern.

As we developed our Consortium, we paid particular attention to identifying and inviting
key stakeholders to join in order to ensure a range of community perspectives. Members of
organizations in attendance at the initial meeting were encouraged to “spread the word” in
their communities to solicit participation from other organizations, agencies and community
activists. Since those initial meetings, Project GRACE has grown from 15 members to
include more than 94 individual community members and representatives of local
community based organizations, health, social service and faith based organizations.

In our initial grant writing we applied the principles of CBPR by developing the proposal
using teams of investigators and community members who provided insight into the
feasibility of the proposed approach, funding and design of the proposed planning activities
to ensure full participation of all of the initial members of the partnership. Once funded by a
grant from the National Center on Minority Health and Health Disparities to UNC-Chapel
Hill, we used subcontracts to community based organizations to ensure that financial
resources were divided equitably between university and community partners. A community
outreach specialist (COS) was hired from the community to work with the university based
project coordinator and representatives of the various subcontracting organizations to
develop a matrix of community service providers, local leaders and influential persons
within both communities. The COS contacted potential Consortium members to describe the
project and invite him or her to one of the quarterly Consortium meetings. We have found
that personal contact is an essential element to successful recruitment of Consortium
members. In addition, we have encouraged Consortium members to recruit new members
into the Consortium. We have also created an email listserv that can be accessed by
Consortium members to share information about upcoming community events, professional
development activities, and provide updates about Project GRACE through a weekly
newsletter. The listserv is designed to increase the sense of connectedness among
community organizations, institutions, and activists.

Broad and appropriate representation in the Consortium has been essential to ensuring the
relevance and acceptability of the intervention in the community. Consortium members
drew on their knowledge of the community, professional and social networks to extend
invitations to stakeholders that represented a broad range of community viewpoints. While
some of the organizations in our partnership have a health focus, there are others that have
missions that are not explicitly health related. (See Figure 1).

Early on, we acknowledged that communities change and evolve as does the leadership and
membership of community organizations. Thus, we have employed an ongoing process of
reflecting on the current Consortium membership, considering potential gaps in our
community representation and extending invitations to new Consortium members.

We learned early that repeated invitations issued in a variety of formats leads to sustained
attendance at Consortium meetings. For example, the COS assists with publicizing quarterly
Consortium meetings through local media outlets, extending both written and verbal
invitations, and visiting local churches and community gatherings to raise awareness about
the project and notify attendees about upcoming meetings. Initial attempts to communicate
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primarily through email yielded less than favorable attendance at early Consortium
meetings, and subsequent conversations with community members led us to change our
communication methods to reflect preferred communication patterns within the community.
Personal invitations are highly valued and have yielded higher attendance at meetings and
greater involvement in project activities.

Initial meetings were devoted to sharing information about the aims of the study, the
principles of community-based participatory research, and the expectations for mutual
participation, decision-making and benefit. As the project began its needs and assets
assessment, we originally attempted to share our findings using very didactic approaches.
However, we soon realized that we needed a more interactive approach to sharing
information. In order to create an inclusive atmosphere, we asked small groups from the
community to work with the project coordinator to develop agendas for Consortium
meetings. The result was an approach that allowed for brief presentations of information by
the principal investigator accompanied by more lengthy discussion sessions moderated by
community members. This approach helped us sustain the momentum generated in those
early meetings by providing a concrete way to engage Consortium members and provided a
fuller context for the qualitative data we were gathering in the needs and assets assessment.
For example, when we presented information about area youth’s feelings about the current
state of sex education in schools, Consortium members engaged in a lively and informative
discussion about previous efforts to improve the quality of sex education and what had and
had not worked for their community.

Stage 2: Establishing Organizational Structure
Establish Steering Committee: Project GRACE uses the governing structure of a steering
committee, comprised of representatives from all contracting and subcontracting partner
organizations and community leaders in each county (See Table 1). The steering committee
is primarily charged with the management and conduct of all project related activities. We
have chosen a steering committee rather than a Community Advisory Board to emphasize
equal partnership, collective decision-making and active participation of all members.

The steering committee was initially made up of representatives from subcontracting
organizations and volunteers who attended the proposal-writing sessions. These
representatives recruited others from within the community to fill the seats on the steering
committee. The original structure of the steering committee allowed for 19 members of the
committee. As the steering committee expanded, we realized that we needed to
accommodate the community’s growing interest in our project. We had anticipated that the
greater community would only want to be involved in the quarterly Consortium meetings,
but we soon found that attendance at our monthly steering committee meetings consistently
exceeded the number of seats on the committee. In order to recognize and give voice to the
individuals and organizations who attended the steering committee meetings despite their
not having a seat on the committee, we created ex-officio memberships. This strategy
allowed us to acknowledge the interest of these organizations and individuals while limiting
the number of seats on the steering committee to a manageable number that allowed the
committee to conduct regular business. The creation of ex-officio memberships has had the
additional advantage of providing the steering committee with ready and willing members
when seated individuals and organizations have been unable to continue in their positions.

Steering Committee Functions: The steering committee meets on a monthly basis. Early
meetings were devoted to identifying other community members to be included in the
Consortium, development of operating principles and guidelines and defining roles. The
steering committee is also responsible for defining job descriptions, interviewing and
making recommendations for key staff positions. During periods of data collection and
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analysis a portion of the steering committee meetings are devoted to reviewing data and
findings and collectively refining the conceptual framework of influences on the spread of
HIV based on data gathered in the needs and assets assessment, described below.

In addition to working committee meetings and monthly steering committee meetings,
Project GRACE also has an annual retreat that includes all Consortium members and staff
involved in the project. During this annual retreat we review progress and identify goals for
the coming year. The annual retreats provide an opportunity to first identify then strengthen
priorities and a shared vision for change (Schulz et al., 2001). During both the annual
retreats and monthly meetings, there are opportunities to identify needed areas for further
co-learning, training and education.

Working Committees: We created working committees to conduct the business of Project
GRACE. Currently, we have 6 working committees that address key methodological and
logistical aspects of the project (See Table 2). Five committees are chaired or co-chaired by
community partners and all Consortium members are able to sign up for one or more
working committees.

Operating Guidelines and By-laws: A critical early activity was the establishment of the
governing structure, operating guidelines and by-laws, developed jointly by all members of
the steering committee and approved by the Consortium. The establishment of the core
values of the Consortium was the guiding principles upon which all activities have been
built. These core values and operating guidelines reinforce the key principles of CBPR (i.e.,
co-learning about issues of concern; sharing of decision making power and mutual
ownership of products and processes of research) and emphasize the Consortium’s
commitment to the use of those principles to address racial disparities in health (Israel,
Schulz, Parker, & Becker, 1998; Viswanathan et al., 2004).

Stage 3: Capacity Building for Action
Build Partnership Capacity: All of the above activities are designed to support the
development of strong, trusting working relationships between all Consortium members. As
part of the initial steps of establishing the Consortium, all current and invited members took
part in the workshop, Changing Racism and Other “Isms” - A Personal Approach to
Multiculturalism, conducted by VISIONS, Inc. VISIONS, Inc is an African American-
owned company based in Rocky Mount, North Carolina which provides consultation,
training and support to community development projects confronting and challenging
oppression at the institutional, cultural, interpersonal and personal levels. Racial, economic
and other forms of oppression are the underpinnings for many of the environmental and
contextual determinants of the spread of HIV in the African American community. At the
outset, community partners strongly urged the inclusion of initial training with VISIONS
and ongoing consultation. We included this type of training both to build the capacity of our
partnership to recognize and address forms of oppression external to our collaboration that
may be major influences on the spread of HIV and also to see how different forms of
oppression operate with and between partnership members.

The 4-day workshop was designed to allow Consortium members 1) to come to a shared
understanding of the role oppression plays in creating the environmental and contextual
factors undergirding racial disparities, and 2) to identify characteristics of the structure and
climate of organizations within the community that may contribute to the spread of HIV.
This workshop has played a pivotal role in all partners coming to a shared understanding of
structural factors in the spread of HIV in African American communities. In addition, the
workshop has given us communication and problem solving tools that have been invaluable
in terms of identifying and addressing partnership conflicts and celebrating successes in a
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manner that advances the work of the partnership. The 4 day workshop is repeated
periodically to ensure that new staff, steering committee or consortium members all have a
shared vision and similar orientation to our partnership and work. The annual retreats also
use the VISIONS multiculturalism and organizational learning model and tools, and they
provide both an opportunity for introducing the tools to new members and also practice for
experienced learners in the process of meeting organizational objectives.

Evaluation of the CBPR process: Documenting adherence to CBPR principles has been
noted to be important in determining the quality of reports of CBPR projects (Lantz, Viruell-
Fuentes, Israel, Softley, & Guzman, 2001; Naylor, Wharf-Higgins, Blair, Green, &
O'Connor, 2002; Patton, 1990; Viswanathan et al., 2004). Prior to each Project GRACE
annual retreat, consultants evaluate the extent and ways in which CBPR principles have
been adhered to throughout the course of the planning project using semi-structured
interviews. The process evaluation focuses on the following areas: a) knowledge of the
project and content area; b) facilitators, barriers and recommendations; c) “–isms” and
cultural differences; and d) empowerment. During the annual retreat, the results of the
evaluation are presented to the steering committee and used as a basis for strategic planning
and changes in Consortium activities, procedures and policies.

Stage 4: Planning for Action—Project GRACE chose to conduct both a needs and
assets assessment to identify community needs, resources, goals and objectives, and to guide
the choice of strategies and plan for intervention implementation. The process of identifying
both community needs and resources or assets, underscores our view of Project GRACE and
its activities as facilitators of social change and community empowerment. In recent years,
there has been an increasing call to use strengths-based rather than deficit-based approaches
to health, representing a reorientation in our approach to health promotion. Strengths-based
approaches have great appeal, because they do not emphasize what is wrong but rather
identify that which is helpful and can be learned. We believe that rather than seeing minority
or underserved communities as deficient or needing services, it is important to recognize
that all communities have unique strengths and resources that should be supported and built
upon as a starting point for building community capacity and designing sustainable
interventions. The rationale behind the proposed methods of community needs and assets
assessment is that information is needed for change and community empowerment (Hancock
& Minkler, 1997). Therefore, our assessment a) identified key informants’ and stakeholders’
perceptions of the needs, strengths and resources in Edgecombe-Nash counties using semi-
structured interviews; and b) described community members’ perceptions of contributors to
the spread of HIV in their communities and possible targets for intervention through focus
group interviews.

Lessons Learned and Discussion
As described by others that have adhered to the principles of participatory research, our
attention to process in Project GRACE has led to deep engagement of all partners (Schulz,
Israel, & Lantz, 2003). All data collection, analysis and interpretation have been conducted
collaboratively. Community and academic partners have co-led the development of the
intervention materials and evaluation tools. All products for dissemination are generated
collaboratively and reviewed by a team of steering committee members before any
presentations or submissions. The need to build in more time for this collaborative effort has
also been described (Baker, Homan, Schonhoff, & Kreuter, 1999; Schulz et al., 2001).
However, there are lessons that we could not find ready answers to in the CBPR literature.
Much of the CBPR literature has described the application of this methodology in
partnership with communities in urban centers (Higgins & Metzler, 2001; Israel et al., 2001;
Marcus et al., 2004; Merzel et al., 2007). We found little in the scholarly literature to guide
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our work in rural communities and of the application of CBPR in HIV prevention (Kim et
al., 2006; Marcus et al., 2004; Rhodes et al., 2007; Romero et al., 2006). The use of CBPR
to address the spread of HIV in rural African American communities posed some unique
challenges and opportunities.

The backdrop of HIV—HIV in rural African American communities in the south was the
galvanizing force for starting the partnership. The profound impact of HIV morbidity and
mortality on our communities has maintained the momentum of our partnership. Several
members of the partnership had family members or friends that were HIV positive; all
members were passionate about the need to reduce the impact of HIV on the African
American community. This unifying commitment was critical in forming the partnership
before we received grant funding and an important shared concern we relied on when we
faced inevitable challenges. It is likely that our resolve was heightened due to the intense
HIV related stigma that is present in small rural towns in the South. Conversely, HIV related
stigma was likely our main barrier to engagement to some sectors of the community. While
we have partnered on individual outreach events, members of the faith community have not
been as widely or consistently represented as we would have hoped.

Close knit and geographically isolated communities—While it is important to
acknowledge that there are challenges to CBPR that are universal across partnerships, the
social and geographic context of rural settings also provides a unique set of issues. The
dense and overlapping social networks of African American communities coupled with
geographic isolation of rural areas revealed both strengths and challenges. Because of the
smaller populations and the overlap between social and professional networks, the small
community setting afforded us greater certainty in our goal of ensuring that a wide range of
views and perspectives were represented in the members of our Consortium. However, we
also saw that the density and overlapping nature of these networks, at times, became
problematic in the workings of the Steering committee. For example, in our efforts to be
inclusive and egalitarian in the decision making of the Steering committee, Project GRACE
has inadvertently flattened or inverted social and professional hierarchies, creating
unanticipated problems. In one instance an employee of one community based organization
chaired a Project GRACE working committee that his supervisor was a part of, requiring
him to be directive about the completion of tasks of the committee. This inversion of a
professional hierarchy, where the employee in one setting takes on a leadership role within
the partnership, was exacerbated by the relatively small number of agencies and
organizations to draw from in a rural setting.

We also found that prior and existing social relationships could both facilitate and hinder the
work of the partnership and interagency collaboration. Unlike in more urban environments,
individuals in our communities seldom rotate in or out of social, professional, or geographic
circles, generating a sense of connectedness that is unique to rural communities. We learned
that professional relationships and personal lives often intersect in communities that have
such dense social networks, complicating the work of the project. For example, spouses and
significant others often work for the same or complementary organizations within the
community. When their personal relationships became difficult, the partnering organizations
were often aware of the difficulties and had to actively work at avoiding being drawn into
them or allowing them undue weight when making decisions about the project. Issues of
trust and trustworthiness were also magnified due to the overlapping relationships. Unlike in
more metropolitan areas where individuals or agencies might be known solely on the basis
of their professional reputations, our partners had extensive knowledge of one another’s
professional and family histories, their relationships, personalities, religious preferences, and
many other deeply personal details that both aided in creating trust between partners and, at
times, hindered it.
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The challenge of context and overlapping social and professional networks required us to
pay particular attention to how reporting structures and power dynamics in one setting could
negatively influence the work in another. VISIONS, Inc provided support in negotiating
these types of conflicts so that the work of the project could continue despite difficulties
between individuals or within organizations. We chose to have the VISIONS process
consultant at each steering committee meeting to facilitate discussions around sensitive
issues and address tension and conflict. Having a consultant skilled at conflict resolution that
understands and is respected by members of the community was critical to our success.
Through careful and deliberate attention to the process of partnership development and
coalition building, we were able to explicitly address tensions and the unintended
consequences of the CBPR methods in this rural community.

Multiple roles of partners—As in other partnerships, community members often held
multiple professional roles in our community. As we thought about the needs of the
partnership we explicitly drew on the skills available among our partners to ensure
community leadership. In the initial formation of the working committees, rather than asking
for volunteers, our steering committee chair explicitly asked community members to serve
as chairs of working committees, taking into account the unique needs of the committee and
the existing skills of potential chairpersons. For example, the chair of the bylaws committee
is an executive director of a community based organization with prior experience drafting
bylaws for non-profit organizations. She was able to draw on that expertise in her role as
chair. This deliberate and early attention to community leadership in the working
committees set a positive tone for the partnership in decision-making for the project and
allowed Project GRACE to benefit from the expertise of individuals and organizations
within the community.

In addition, as might be expected, steering committee members are advocates for social
change in a variety of settings. Many of the steering committee members are community
leaders that hold either formal positions as elected officials and/or informal roles as
community activists and many are advocates for HIV prevention and treatment. While the
shared values and vision for change were essential to effective partnership, we found that at
times lines could be blurred when community organizing and advocacy work was involved.
As a steering committee, we found we were faced with answering complicated questions
such as: When did advocacy for the goals of the project begin and end? Were there potential
conflicts of interests between individual’s advocacy work and efforts to accomplish project
goals and how could we resolve such conflicts? How important was it to make distinctions
between individual’s personal ideals and the goals of the partnership? How would we
account for the multiple roles of some community members who serve as both Steering
Committee members and project staff? How would we position ourselves for effective
advocacy while avoiding being unwittingly drawn into local political issues? These types of
issues become magnified in smaller communities where there may be considerable overlap
between professional and social roles and networks. For example, several steering
committee members have run for political office and used the data collected in Project
GRACE to support their political platform. The need to address environmental factors in
HIV/STI prevention became a prominent issue in the last election cycle in Edgecombe and
Nash counties. We see this type of social action as an expected outcome of CBPR research
and have chosen to make these data as available as possible to all members of the
Consortium and broader community for their use in striving for social change.

Conclusions
Using a staged approach to partnership development provided a systematic and transparent
way to ensure that all partners were informed about and engaged in the progression of the
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partnership development. Each stage reinforced the goals of the partnership and provided
clear guidance for practical implementation of the principles of participatory research. This
structure also allowed us to take advantage of the unique opportunities available to address
challenges specific to community-academic partnerships in rural settings. Our early attention
to the process of partnership development has provided a strong foundation for intervention
development and evaluation.
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Figure 1.
Composition of Project GRACE Consortium
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TABLE 1

Composition of Steering Committee

Service Area Seats Allotted Organizations Represented

Community Based Organizations
(CBOs) 7

• Better Days Ahead

• Community Enrichment Organization

• Rocky Mount Opportunities Industrialization Center

• The Wright Center

• NEW Sources

• Project Momentum

Health Departments/Agencies 4
• Edgecombe County Health Department

• Nash County Health Department

Academic Institutions 4 • University of North Carolina-Chapel Hill (Representatives from Schools
of Medicine and Public Health)

At-Large Representatives 4

• Local Minister

• Local Health Advocate

• Local Civil Rights Advocate

Ex-Officio Members 10 • Drawn from other CBOs and interested citizens of the counties.
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TABLE 2

Description of Working Committees

Committee Responsibilities

Membership & By-Laws

• Drafts and revises Consortium by-laws

• Keeps an accurate record of the membership

• Governs standards for active membership

Nominating

• Considers candidates for steering committee offices

• Identifies individuals to fill vacant Steering committee positions

• Reviews membership of each committee to ensure appropriate representation of community
and academic partners

Research Design

• Designs, conducts and interprets the exploratory research needed to inform the intervention
design

• Identifies existing data sources and note areas where primary data collection is needed

• Generates and pilot tests intervention strategies that are consistent with community norms and
values

Communications & Publications

• Develops the public relations plan for the Consortium

• Designs strategies for disseminating the products of the Consortium to community members
and key stakeholders

• Oversees dissemination of project results in the scientific and lay literature

• Develops Consortium publishing guidelines for equitable inclusion of all partners on
publications

Events Planning

• Works closely with the Communications and Publications committee to ensure that all events in
which Project GRACE is represented comply with the current public relations plan

• Offers support to the consortium members seeking to represent Project GRACE at public
events

Fiscal/Budget
• Oversees all aspects of the budget and subcontracts

• Identifies other potential sources of funding to support the initiatives of the Consortium
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