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COMMUNITY PERSPECTIVE
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C
linical and Translational Science Awards (CTSAs) 

have been tasked with speeding the translation of 

research into practice and communities, ensuring 

that research reaches diverse populations and is generaliz-

able outside controlled laboratory settings.1 Practice-based 

research networks, a component of some CTSA programs, are 

identified as a key element in this final step of research transla-

tion.2 However, many CTSAs and practice-based research 

networks are located in urban settings and few studies describe 

the perspectives of rural communities and academic partners 

in translational research.

Rural populations experience many medical and social 

disparities compared with their urban counterparts.3,4 National 

and regional studies document that the obesity epidemic, a 

Abstract

The Community Health Improvement Partnership (CHIP) 

model has supported community health development in 

more than 100 communities nationally. In 2011, four rural 

Oregon CHIPs collaborated with investigators from the 

Oregon Rural Practice-based Research Network (ORPRN), 

a component of the Oregon Clinical and Translational 

Research Institute (OCTRI), to obtain training on research 

methods, develop and implement pilot research studies on 

childhood obesity, and explore matches with academic 

partners. This article summarizes the experiences of the 

Lincoln County CHIP, established in 2003, as it transitioned 

from CHIP to Community Health Improvement and 

Research Partnership (CHIRP). Our story and lessons learned 

may inform rural community-based health coalitions and 

academicians who are engaged in or considering Community-

based participatory research (CBPR) partnerships. Utilizing 

existing infrastructure and relationships in community and 

academic settings provides an ideal starting point for rural, 

bidirectional research partnerships.

Keywords
Community-based participatory research, community 

health partnerships, rural health, obesity, child

contributor to many chronic diseases, is especially severe in 

rural areas.5-8 Rural populations may be excluded from research 

initiatives for many reasons (e.g., barriers in access, cost, sample 

size), yet interventions demonstrated to be effective in urban 

settings may not translate into rural areas (e.g., owing to differ-

ences in resource availability and population characteristics). 

Given the unique features of rural settings, involving com-

munity members in the conduct and translation of research is 

critical to generating local evidence, developing context-specific 

interventions, and creating sustainable health outcomes. CBPR, 

a collaborative method that engages community partners as 

equitable contributors in all stages of the research process,9,10 

is the prevailing paradigm to reduce disparities associated with 

the social determinants of health (e.g., the physical, social, and 
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economic factors present where an individual lives).11-13

In 2011, the Lincoln County Community Health Improve-

ment Partnership (CHIP) and three other CHIPs (Figure 1), 

partnered with the Oregon Rural Practice-based Research 

Network (ORPRN), a component of the Community and 

Practice Program of the Oregon Clinical and Translational 

Research Institute (OCTRI), on a CTSA community-engage-

ment supplement to build a foundation for bi-directional 

research partnerships to address rural health disparities. This 

article highlights the experiences and lessons learned commu-

nity (JYL, NK, AH, JKS) and academic (NR, SA, PM, MMD) 

partners as we transformed the Lincoln County CHIP into a 

Community Health Improvement and Research Partnership 

(CHIRP). Analysis of the CHIP to CHIRP transition across 

all four rural counties is described elsewhere.14

CHIP

CHIP is a community development process that engages 

rural community members in developing solutions to improve 

local health care systems and the health status of area resi-

dents.15 The CHIP model has been successfully implemented 

in more than 100 communities in the United States, including 

12 in rural Oregon.16 In Oregon, CHIP is often a collaboration 

between local hospitals and the Oregon Office of Rural Health; 

this allows hiring a local coordinator to lead the initiative in 

each community.

CHIP membership is diverse, frequently representing the 

socioeconomic and demographic composition of each com-

munity. Through a facilitated community health assessment 

process that involves reviewing county demographic, health 

status, and health utilization data, and conducting key infor-

mant interviews, residents identify local needs and priorities.15 

Priorities identified by CHIPs in Oregon have included build-

ing environments to support healthy communities; improving 

access to services for chronic disease management; facilitating 

access to services for oral, medical, and mental health needs; 

and addressing obesity.17 CHIP members actively work to 

identify and implement strategies to address these health 

disparities, such as building community gardens, develop-

ing safe routes to school, operating cancer support groups, 

Figure 1. Participating CHIP to CHIRP regions and ORPRN member clinics.
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supporting prescription assistance programs, and coordinat-

ing dental outreach services. CHIP engages citizens as active 

participants in decisions that affect their communities and 

provides a strong foundation for community-based participa-

tory research (CBPR).9,16,18

From CHIP to CHIrP

In 2007 Mr. McGinnis, an ORPRN staff member with 

more than 30 years of experience supporting rural community 

health development, began integrating research training into 

one CHIP to transition it into CHIRP.16 The CHIRP model 

provides brief, facilitated research training and supports pilot 

research studies addressing a locally identified health concern. 

As Figure 2 demonstrates, CHIRP is designed to establish a 

foundation for collaborative research across various topics, 

community health segments, and methods.

In the current study, financial resources supported 

engagement by regional health system leadership; time for 

the CHIP to CHIRP coordinator to plan with the academic 

partners, coordinate local meetings, and manage the pilot 

study; and pilot study activities. Nine research training ses-

sions were offered to CHIP to CHIRP participants, covering 

Research 101, Research Methods, Developing a Pilot Study 

(Part 1 and 2), Literature Review, Protection of Human 

Subjects, Implementing a Research Project, Analyzing and 

Interpreting Research Data, and Grant Writing Tips (Table 

1).14 Popular titles described each training session, such as 

“Beyond Google/Mind the Gap” for Conducting a Literature 

Review and “Where’s the Map?!” for Implementing a Research 

Project. Adult learning principles and opportunities for local 

reflection were built into each session. Pilot research activities 

focused on childhood obesity, a health concern identified by 

all four CHIPs, including Lincoln County (the Oregon child-

hood obesity rate is 26.8%; the Lincoln County childhood 

obesity rate is 28.9%).19

Case study: LInCoLn County CHIP to CHIrP

Lincoln County spans 980 square miles with a population 

of 46,034.20 Historically, residents have relied on a resource-

based economy involving commercial fisheries and logging 

Figure 2. Adding research to the CHIP model—CHIP to CHIRP. 

Adapted from McGinnis et al.16

[1
8.

19
1.

10
8.

16
8]

   
P

ro
je

ct
 M

U
S

E
 (

20
24

-0
4-

20
 0

5:
00

 G
M

T
)



316

Progress in Community Health Partnerships: Research, Education, and Action Fall 2013 • vol 7.3

ta
bl

e 
1.

 L
in

co
ln

 C
ou

nt
y 

CH
IP

 t
o 

CH
Ir

P 
Co

m
m

un
it

y 
Pa

rt
ic

ip
an

ts
, 

se
ss

io
ns

 a
tt

en
de

d

O
rg

an
iz

at
io

n

Pre-Assessment Survey and 

Interview

R
es

ea
rc

h
 T

ra
in

in
g

 S
es

si
o

n
s

P
il

o
t 

St
u

d
y 

Se
ss

io
n

s

Post Assessment

Research 101

Types and Selection of 

Research Methods

Part 1. Developing a Pilot 

Project

Conducting a Literature 

Review

Protection of Human 

Subjects and the IRB
a

Part 2. Developing a Pilot

Implementing a Research 

Project

Analyzing and 

Interpreting Data

Grant Writing Tips
a

Planning 1

Planning 2

Analysis and Debrief

Sa
m

ar
it

an
 H

ea
lt

h 
Se

rv
ic

es
b,

c,
d

×
×

×
×

×
×

×
×

×
×

×
×

×
×

C
ou

n
ty

 H
ea

lt
h 

&
 H

um
an

 S
er

vi
ce

sb,
c,

d
×

×
×

×
×

×
×

×
×

×
×

×

C
ou

n
ty

 C
om

m
is

si
on

 o
n

 C
hi

ld
re

n
 &

 
Fa

m
ili

es
b,

c,
d

×
×

×
×

×
×

×
×

×
×

×
×

C
om

m
un

it
y 

M
em

be
r

×
×

×
×

×
×

×
×

×
×

×
×

×
×

C
om

m
un

it
y 

M
em

be
r

×
×

×
×

×
×

×
×

×
×

×
×

×

O
re

go
n

 P
ac

ifi
c 

A
H

E
C

×
×

×
×

×
×

×
×

×
×

×

O
re

go
n

 P
ac

ifi
c 

A
H

E
C

×
×

×
×

×
×

×
×

×
×

×
×

×
×

P
ac

ifi
c 

C
om

m
un

it
ie

s 
H

ea
lt

h 
D

is
tr

ic
t 

Fo
un

da
ti

on
b,

c
×

×
×

×
×

×
×

×
×

×
×

×
×

C
om

m
un

it
y 

M
em

be
rb,

c,
d

×
×

×
×

×
×

×
×

×
×

×
×

×
×

C
ou

n
ty

 H
ea

lt
h 

&
 H

um
an

 S
er

vi
ce

s
×

×
×

×
×

×
×

C
om

m
un

it
y 

M
em

be
r

×
×

×

P
ar

ti
ci

pa
ti

on
 R

at
e 

(%
)

10
0.

0
90

.9
90

.9
90

.9
90

.9
63

.6
90

.9
81

.8
81

.8
72

.7
72

.7
72

.7
63

.6
81

.8

A
H

E
C

, A
re

a 
H

ea
lt

h 
E

du
ca

ti
on

 C
en

te
rs

.
a 

Se
ss

io
n

 o
ff

er
ed

 v
ia

 w
eb

in
ar

 a
n

d 
av

ai
la

bl
e 

on
lin

e
b 

P
ar

t 
of

 C
hi

ld
ho

od
 O

be
si

ty
 P

ar
tn

er
sh

ip
 b

ef
or

e 
C

H
IP

 t
o 

C
H

IR
P

.
c 

A
tt

en
de

d 
lo

ca
l, 

pr
e-

in
te

rv
en

ti
on

 C
H

IP
 t

o 
C

H
IR

P
 B

uy
-i

n
 M

ee
ti

n
g.

d 
A

tt
en

de
d 

C
H

IP
 t

o 
C

H
IR

P
 K

ic
k 

O
ff

 S
ym

po
si

um
 a

t 
O

re
go

n
 H

ea
lt

h 
&

 S
ci

en
ce

 U
n

iv
er

si
ty

 (
O

H
SU

).



317

Young-Lorion et al. Adding CBPR to the Lincoln County CHIP

Table 2. Socioeconomic and Health Status Indicators 

for Oregon and Lincoln County

Indicators

Lincoln 

County Oregon

Crude death ratea 12.1 8.3

 Heart disease 121.0 162.8

 Cancer 138.0 195.4

 Stroke 31.0 49.7

 Diabetes 10.0 28.0

Preventive risk factors (%)b

 Smoke 15.9% 17.1%

 High blood pressure 16.9% 25.8%

 High cholesterol 20.2% 33.0%

Obesity and health behaviors (%)

 Obese 26.2% 24.5%

 Overweight 37.2% 36.1%

 Meeting CDC physical activity 
recommendations

55.7% 55.8%

 Consuming ≥5 servings of fruits/
veggies daily

25.6% 27.0%

Socioeconomicsc

 Population, 2010 46,034 3,831,074

 Persons per square mile, 2010 47 40

 Hispanic or Latino, 2011 8.1% 12.0%

 Median household income 2006–2010 $39,738 $49,260

 At or below poverty level, 2006–2010 16.2% 14.0%

 Unemployment rated 8.8% 8.6%

 Food Stamps (SNAP)e 24.8% 20.4%

 Free/reduced lunch⁶ 62.9% 52.0%

a Oregon Department of Human Services, Office of Disease Prevention 
and Epidemiology, Center for Health Statistics and Vital Records 2009. 
Crude death rate is per 1,000 population otherwise data are per 100,000 
population.

b Oregon Department of Human Services, Center for Health Statistics, 
2006–2009 Adult BRFSS Survey. Values reported are age adjusted.

c United States Census Bureau State and County QuickFacts.
d WorkSource, Oregon. Unemployment Rate Chart (2012).
e Oregon County Monitor. Oregon State University (August 2011).
f Oregon Department of Education, Statistics and Reports, School Finance 

Data and Analysis 2010–2011.

but, owing to measurable declines in recent years, they are 

becoming increasingly dependent upon the tourism industry. 

These economic challenges are reflected in the 8.8% unem-

ployment rate (Oregon average is 8.6%)21 and median house-

hold income of $39,738 (Oregon average is $49,260).20 Overall, 

16.2% of Lincoln County residents are living below the federal 

poverty level, although the rate is higher in specific areas of 

the county, such as Lincoln City (23%).20 Key socioeconomic 

and health indicators for Lincoln County and Oregon are 

summarized in Table 2.

The Lincoln County CHIP was established in 2003 as a 

collaboration between the Oregon Office of Rural Health and 

Samaritan Health Services.17 Membership includes representa-

tives from public health, primary care, and local government 

as well as educators, retired citizens, and engaged parents. The 

Lincoln County CHIP has identified diverse priority areas for 

the community (e.g., oral health, chronic disease, childhood obe-

sity). Members of the Childhood Obesity Partnership coali tion, 

a CHIP sub-committee, were invited to collaborate in CHIRP.

As summarized in Table 1, five CHIRP participants were 

Childhood Obesity Partnership members and six individu-

als were recruited based on their interest and relevant work 

in the county. These 11 community members participated in 

a mixed methods study approved by the Oregon Health & 

Science University Institutional Review Board (IRB, #7768) to 

explore changes in research knowledge, self-efficacy, and trust 

in academic partnerships before and after CHIRP trainings. 

Community members were also co-investigators on a CBPR 

pilot study to test knowledge and shopping skills of high school 

students following participation in the “Shopping (Cooking) 

Matters Program”22 (approved by Samaritan Health Services IRB, 

#12-023). Israel and colleagues23,24 identified eight key principles 

that contribute to the success of community-based research. 

Table 3 links these principles to the Lincoln County CHIP to 

CHIRP transition and we provide additional details below.

Research Training

The CHIRP research training included a Kick-off event 

at OHSU and a series of meetings in the local community.14 

The Kick-off meeting included presentations by experts in 

obesity research, a campus research tour, and an afternoon 

symposium exploring best practices for academic–community 

research partnerships in rural areas.14,25 Over the next several 
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table 3. Key Principles of Community-based research and the Lincoln County CHIP to CHIrP experience

Key Principles Community Perspective

Recognizes community as a unit of identity. Academics partnered with the Lincoln County CHIP, a coalition established in 2003 
that engages diverse members of the geographic area in community health development 
activities.

Builds on strengths and resources within the 
community.

Lincoln County CHIP membership includes representatives from diverse socioeconomic 
and demographic segments of the community.

Coalition members and their local connections brought personal strengths and resources 
to the project; the pilot study would not have been feasible without existing connections 
at the high school.

Facilitates collaborative, equitable partnerships 
in all phases of the research.

Research training modules were delivered at times convenient to our partnership and 
tailored based on participant feedback.

Coalition members identified 21 options for the pilot study and a consensus process was 
used to select a research question.

Members provided input at each stage of the pilot study – helping design, implement, 
interpret, and disseminate results. 

Promotes co-learning and capacity building 
among all partners.

ORPRN partners collaborated with coalition leadership to facilitate meetings. Many 
coalition members considered the research training as professional development.

Academic partners spent time attending CHIP meetings and other local events to learn 
about regional interests and support future academic-community matches. 

Integrates and achieves a balance between 
research and action for the mutual benefit of all 
partners.

Coupling CHIP with CHIRP allowed community partners to continue pursuing action-
oriented interventions while simultaneously engaging in a novel research effort to 
improve teen shopping habits.

Study findings were used to inform local school policies (e.g., shared with teachers and 
high school leadership) and the experience was used to refine future data collection 
efforts.

Emphasizes local relevance of public health 
problems and ecological perspectives 
that recognize and attend to the multiple 
determinants of health.

The research training modules emphasized the social ecological model of health (e.g., 
individuals are nested in families, nested in communities that are embedded in a larger 
society). This focus was used to frame data analysis and development of the community 
pilot project.

Community members addressed critical local concerns (childhood obesity) while 
developing the language and resources to communicate with academic partners around 
other areas of potential interest.

Involves systems development through a 
cyclical and iterative process.

The CHIP to CHIRP transition was iterative. Research modules built upon each other and 
were refined with input from the four community coalitions.

Trainings fostered collaborative discussions among participants, allowing community 
members to shape all phases of the research process.

Disseminates findings and knowledge gained 
to all partners and involves all partners in the 
dissemination process.

The research training informed many other projects being undertaken by the Lincoln 
County CHIP.

Coalition members shared their experiences and findings from the pilot project with other 
community partners and in public meetings.

Coalition members helped refine the overall CHIP to CHIRP process and actively 
contributed to the planning, preparation, and editing of this manuscript. 
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months, seven of the nine research training sessions were 

offered locally, and two were available via live streaming on 

the Internet. The 11 Lincoln County CHIP to CHIRP members 

attended 80.8% of the research training sessions on average; 

four partners attended all training sessions and one partner 

only attended two (Table 1). Nine community partners 

completed the post-assessment survey. Both partners unable 

to complete the post-assessment survey reported priority 

changes at work; one had been asked to focus on patient care 

and another transitioned to a new job.

Pilot Study

Concurrent with the research training, CHIP to CHIRP 

members worked with their academic partners to develop, 

design, and implement a pilot research study that addressed 

childhood obesity. Research training sessions provided 

opportunities for community partners to co-create the pilot 

study. “Designing a Pilot Study Part 1” summarized current 

research literature on childhood obesity interventions and 

“Conducting a Literature Search” allowed community partners 

to explore areas of personal interest. After learning to develop 

Population/Patient Problem, Intervention, Comparison, and 

Outcome (PICO) statements, a method used to help formulate 

questions and facilitate the literature search in evidence-based 

medicine, partners submitted 21 pilot research ideas for 

consideration.26 In light of the grant timeline (12 months) 

and pilot study budget of $11,250, CHIRP members used a 

consensus process to review and assess the PICO statements 

for feasibility, and then selected the topic during “Designing 

a Pilot Study Part 2.”

We designed the pilot study to measure the understand-

ing of nutrition labels and shopping patterns in high school 

students before and after participation in the “Shopping 

(Cooking) Matters Program.”22 In partnership with ORPRN 

investigators and the research director at Samaritan Health 

Services, CHIRP members refined the research question and 

developed the IRB application, including study protocols 

and assessment tools (e.g., observation templates and data 

collection forms for evaluating quality and cost of purchases). 

Additionally, we enlisted the assistance of two public health 

students (undergraduate and graduate) from Oregon State 

University who helped with data collection and analysis. 

Coalition members working closely with the high school 

were also able to recruit a student to inform study design 

and recruitment. Each CHIRP member involved in pilot study 

data collection participated in the Collaborative Institutional 

Training Initiative, the human subjects training required by 

the Samaritan Health Services IRB. Results from the pilot study 

suggested that the program increased high school students’ 

nutritional knowledge. However, the improved understand-

ing of nutrition and healthy dietary choices did not change 

student’s motivation to purchase unhealthy food. Findings 

suggested that factors other than knowledge are needed for 

effective interventions. The study also helped to identify the 

lack of nutritional programs targeting school-age children in 

Lincoln County.

Community Perspectives and Lessons Learned

Three methods were used to gather community member 

perspectives on the CHIP to CHIRP transition. CHIRP mem-

bers participated in a facilitated debriefing during the final 

2-hour group meeting and field notes were taken by the aca-

demic partners, the CHIP to CHIRP coordinator conducted 

an exit survey of members over email, and the post-assessment 

included open-ended questions evaluating the experience. 

We used an immersion/crystallization approach to analyze 

data.27 Community partners (JYL, NK, AH, JKS) reviewed 

data from the exit survey and prepared an initial list of lessons 

learned. Academic partners (NR, SA, PM, MMD) reviewed 

field notes from the debriefing meeting and responses on 

the post-assessment; then, two authors (JYL, MMD) met to 

refine the list. Key lessons learned from the community are 

highlighted below.

CHIRP members enjoyed the research training, but 

wanted more time and reinforcement. Overall, community 

members believed that they obtained a good understanding of 

translational research and the goals of CBPR by participating 

in the training modules and interacting with academic part-

ners. One community partner stated, “Prior to this experience, 

I did not know anything about CBPR. Now I have a better 

understanding of the goals and the outcomes and benefits to 

a community participating in CBPR.” Community members 

indicated that the trainings raised their awareness to new fac-

tors in the community influencing childhood obesity.

However, community members wanted more time to 

complete the research training and to design and implement 
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their pilot study. Some community members struggled to see 

the connection between the training sessions and the pilot 

study. Others noted that the material covered was unfamiliar 

and complicated, and too much time in between sessions 

made the information difficult to retain. One coalition mem-

ber commented that, “The training modules need to be closer 

together in time and longer in length . . . it was too much to 

absorb in such short timeframes . . . so a month later, much of 

what I learned was gone.” Another noted, “This is a long-term 

process and inevitably grant funding, project prioritization, 

and the challenges of sustaining focus rarely support the 

3-5 year span needed to actually yield a community group 

equipped with research tools that can be applied to addressing 

community concerns.”

Balancing project resources with coalition interests 

required tradeoffs; CHIRP members desired a community- 

versus a county-level focus. One of the first challenges for the 

coalition was narrowing down an ambitious research agenda 

to one that was feasible but still answered questions important 

to the community. Although a consensus process was used 

to review pilot study suggestions, it was difficult to reach 

agreement on a specific question. A couple of community 

members lost interest when their questions were not selected; 

this contributed to partner attrition.

Although CHIP initiatives in Lincoln County have tradi-

tionally been countywide, this pilot study engaged one school 

in one community. Coalition members commented on the 

importance of focusing at the community level. A community 

partner stated, “One disadvantage [of this project] was that 

Lincoln County was treated as a single unit, but those of us 

who live here see our communities as distinct.” Coalition 

members noted that, although many of the issues faced by 

individual communities may be similar in scope, the strate-

gies to address these challenges are likely to vary based on 

resources and local interest. Another community member 

commented, “I would participate again if the projects were 

community-based rather than countywide.”

Community-based infrastructure was essential for coordi-

nating the CHIP to CHIRP transition. Grant resources were 

allocated so the CHIP coordinator could help to plan meetings 

and debrief with the academic partners. Although this was 

adequate to support the research training requirements, the 

CHIRP was not as prepared for the time-intensive attention 

to detail required when conducting research. Fortunately, 

CHIRP leadership secured assistance from two university 

interns who provided additional research support. Applying 

resources from the pilot study budget to provide time for 

these interns was critical to achieving our goals within the 

project timeline.

autHor reFLeCtIons

Our author team noted a few key challenges and facilita-

tors as the group transitioned from CHIP to CHIRP in Lincoln 

County. Securing time for activities was identified as a notable 

challenge by academic and community partners, a common 

finding in CBPR.24,28-31 Partners would have benefitted from 

having additional time to accomplish the study objectives (e.g., 

24 versus 12 months). Delivering research training during a 

consecutive block of time (e.g., 2-day retreat), which other 

CTSA and academic partners recommend,32,33 may have 

reduced the travel burden and allowed more time for the pilot 

study and facilitating other research collaborations. However, 

this change could potentially make it more difficult for com-

munity partners to retain the new information or attend owing 

to their other work obligations.

Defining the community and maintaining healthy inter-

personal dynamics also emerged as challenges. Although 

previous CHIP projects focused on the county level, CHIRP 

members noted the importance of focusing research activities 

on individual communities. Additionally, although CHIP to 

CHIRP members agreed on a joint vision that addressed reduc-

ing childhood obesity, occasionally interpersonal challenges 

emerged between community partners, such as when discuss-

ing the feasibility of the PICO statements. Other small conflicts 

emerged around how to allocate the pilot study resources in a 

way that would be the most equitable for community partners. 

Previous studies emphasize the importance of negotiating 

academic and community dynamics34-36; in our experience, 

attending to internal community relations is also critical.

We also note various facilitators of this partnership. First, 

this collaboration built on existing infrastructure in the com-

munity and academic setting (e.g., Lincoln County CHIP; 

ORPRN and OCTRI staff). Partners submitted the original 

CTSA supplement application with a keen awareness that 

accomplishing the project goals in the time allotted was only 

conceivable because of existing relationships. Drawing on the 
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CHIP infrastructure allowed communities to solve problems 

using traditional community health development processes 

while concurrently exploring research opportunities.16 

Further more, the affiliation between ORPRN staff and the 

local CTSA allows academic partners to continue engaging 

with community partners beyond this individual project 

period. Although lack of trust and respect is often identified 

as a challenge in developing partnerships,24 our history of 

collaboration and focus on the community-identified need 

of childhood obesity averted these tensions.

Additionally, collaborative development of the grant 

proposal allowed partners to allocate resources to support 

local leadership in ways that equitably distributed power and 

control.24,36 The involvement of highly receptive, engaged com-

munity partners, as evidenced by attendance in trainings and 

low attrition rates, was also a key factor in project success. 

Support from the regional health system, which helped to 

secure student interns, assist with the local IRB application, 

and provide leadership support for coalition activities, was 

also instrumental.

CBPR projects build community capacity over time.37,38 

The authors note that the CHIP to CHIRP transition is one step 

in building collaborative, bidirectional research partnerships. 

Because CBPR is often considered a process rather than an 

indi vidual project, this work establishes a foundation in Lincoln 

County. Lincoln County CHIRP members expressed desire to 

pursue future CBPR opportunities if the research area was of inter-

est, the resources and timeline were adequate, and the academic 

partner demonstrated a commitment to the community’s needs.
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