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A B S T R A C T 
 

 

 

Background: Community-based participatory research (CBPR) emphasizes collaborative efforts among communities and 

academics where all members are equitable contributors. Capacity building through training in research methodology is a potentially 

important outcome for CBPR partnerships. 

Objectives: To describe the logistics and lessons learned from building community research capacity for focus group moderation in 

the context of a CBPR partnership. 

Methods: After orientation to CBPR principles, members of a US suburban community underwent twelve hours of interactive 

learning in focus group moderation by a national focus group expert. An additional eight-hour workshop promoted advanced 

proficiency and built on identified strengths and weaknesses. Ten focus groups were conducted at an adult education center 

addressing a health concern previously identified by the center’s largely immigrant and refugee population. Program evaluation was 

achieved through multiple observations by community and academic-based observers. 

Results: Twenty-seven community and academic members were recruited through established relationships for training in focus 

group moderation, note-taking, and report compilation. Focus group training led to increased trust among community and research 

partners while empowering individual community members and increasing research capacity for CBPR. 
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Conclusions: Community members were trained in focus group moderation and successfully applied these skills to a CBPR project 

addressing a health concern in the community. This approach of equipping community members with skills in a qualitative research 

method promoted capacity building within a socio-culturally diverse community, while strengthening community-academic 

partnership. In this setting, capacity building efforts may help to ensure the success and sustainability for continued health 

interventions through CBPR.  

 

Keywords: Capacity building, community-based participatory research, focus groups, immigrant or ethnic populations, qualitative 

research. 

 

 

Introduction 
 

Community members from various racial and ethnic groups frequently encounter cultural and structural barriers to optimal health 

and health care, within the U.S. and internationally. These challenges are typically intensified by the separation between academic 

health institutions and their surrounding communities1,2. Academic organizations often distance themselves as 'ivory towers,' seeking 

only data rather than relationships from study participants. Communities’ distrust of academic researchers coupled with socio-

cultural differences only perpetuates these barriers1-3.  

 

In recent years, research approaches have increasingly included participatory techniques in an attempt to address socio-cultural 

obstacles to health. Community-based participatory research (CBPR) offers a means of collaboratively investigating health topics 

within the context of community1,3-5. CBPR embodies a reciprocal relationship; and ideally, community members act as dual 

contributors and benefactors throughout the research process. In this way, CBPR promotes sustainable change and can address 

capacity needs within communities5. More specifically, communities benefit from capacity building of its members in areas such as 

leadership skills, communication abilities and personal skill sets2,3,6,7. Strengthening organizational development is also essential and 

can be accomplished through community collaborations, balanced allocation of responsibilities and funding, and intra-community 

channels of communication6-8. 

 

A barrier to the CBPR approach is that community research capacity is often quite limited, thereby prohibiting community members 

from full involvement in the research process9,10. Acquisition of research skills enables community participants to apply their new 

skills and knowledge to other projects and may facilitate subsequent training of others within their communities11-13. Ultimately, 

capacity building through CBPR is a means of empowering the community; when applied to health issues, it provides a community 

with the skills and expertise to address and manage such concerns in a sustainable manner. 

 

One research skill that may build community research capacity is focus group moderation. Focus groups are a common means of 

engaging health topics within diverse populations in CBPR partnerships14. This qualitative research method allows in-depth study of 

complex topics not amenable to quantitative methods14,15. Led by a skilled moderator, focus groups involve a joint discussion among 

a small group of individuals in a relaxed environment16-18. Particular insight into personal experience, attitudes and beliefs is gleaned 

from participants’ interactions with each other16,19,20. Focus groups may additionally delve into socially sensitive topics including 

those associated with shame or stigmatization21.  Finally, since focus groups encourage a non-threatening atmosphere, they can be 

particularly instrumental in addressing health topics among diverse ethnic groups, including those with low health literacy22-24. 
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Although CBPR studies frequently imply capacity building, it is typically described as a byproduct and rarely as an initial objective of 

the partnership5. Moreover, minimal discussion exists on the logistics of how to build capacity. The goal of this project was to foster 

qualitative research capacity within the context of an established CBPR partnership while investigating specific health needs of a 

community. In this manuscript, we use a case study format to describe the logistics and lessons learned from building community 

research capacity through focus group training. 

 

Intervention 
 

Setting 
 

Hawthorne Education Center (HEC) is a constituent of the Rochester Public School District in Rochester, Minnesota, USA. HEC 

provides education with an emphasis on literacy to Rochester adults. Over time, HEC has evolved into a community center, 

providing instruction for cultural adjustment, citizenship and even driver’s license training. The Hawthorne community includes 

approximately 2,500 learners, 60 staff members, and 250 volunteers each year. Adult learners come predominantly from Sub-

Saharan Africa (38%), Latin America (21%), Southeast Asia (17%), and Southeast Minnesota (20%); they speak 70 different 

languages at home. An estimated 85% live at or below the federal poverty level. Less than half (40%) have completed high school; 

12% have never before attended school.  

 

Partnership 
 

The Rochester Health Community Partnership (RHCP) initially arose out of the health needs of the HEC community. In 2004, the 

HEC program manager (JAN) approached Mayo Clinic faculty who volunteered at HEC to work together to address the problem of 

tuberculosis (TB) among its learners. Both community and academic partners agreed to adopt a CBPR approach to broadly address 

health concerns at HEC, and to focus the initial effort on TB. An early partnership consisting of HEC learners, HEC staff, Mayo 

Clinic faculty and representatives from the local public health department was established to explore CBPR and its potential 

application to TB at HEC. Recognizing that collaborative solutions require time, commitment, and co-learning, Mayo Clinic staff 

(IGS, JAW) and partners from the Hawthorne community (JAN and another staff member) attended the 2006 Summer Service 

Learning Institute, which was sponsored by Community-Campus Partnerships for Health (http://www.ccph.info/). There, they 

worked together on principles of open communication, compromise and mutual trust to create a solid foundation for this 

partnership. 

 

Upon return, operating norms were established (e.g., democratic decision making processes, preparation for meetings, 

communication plans, etc), and CBPR principles were adopted from existing frameworks during monthly meetings. Additionally, a 

health needs survey at HEC was performed. RHCP has since grown to include five additional community-based organizations, two 

additional academic centers and many volunteers. RHCP’s mission encompasses promoting health and well-being among the 

Rochester population through CBPR, education and civic engagement in order to achieve health equity 

(www.rochesterhealthy.org). While RHCP was conducting several health projects, community research capacity and external 

funding were primarily built around the TB project with the goal of establishing and applying the CBPR infrastructure to future 

health topics. The HEC program manager (JAN) was a co-principal investigator on this federal grant which promoted the 

development of community research capacity development. 
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In early discussions, it became evident that a community-based qualitative research infrastructure was needed to explore factors that 

influence health behaviors related to TB prevention and control, especially among the refugee and immigrant population of 

HEC. Furthermore, the partnership recognized that it would be important to systematically obtain input from the HEC community 

through focus groups. A variety of options for conducting focus groups were discussed, but ultimately it was agreed that the 

infrastructure for focus groups work should come directly from the community. Therefore, a team of community-academic 

members was assembled to learn focus groups techniques and to build a qualitative research infrastructure for the partnership.  

 

Training in focus groups moderation 
 

Through established community relationships, HEC students and staff and non-HEC community and academic members were 

recruited for training in focus group moderation (Table 1). Recruitment occurred through direct solicitation by the community-

academic research team. 

 

Table 1: Focus group trainee demographics 

 
 No. (%) 
Ethnicity Workshop 1 Workshop 2 
Non-immigrant, white 11 (42) 10 (48) 
Somali  9 (35) 7 (33) 
Hispanic 2 (8) 1 (5) 
Cambodian 2 (8) 1 (5) 
Sudanese 1 (4) - 
Non-immigrant, black 1 (4) 1 (5) 
Ugandan - 1 (5) 

 

 

Focus group training was preceded by a four-hour orientation to CBPR organized by the community-academic research team. This 

session introduced the principles of CBPR with didactics, breakout sessions and team-building exercises. The idea of utilizing focus 

groups in the context of CBPR and specifics on the research study were also conveyed. 

 

The first phase of focus group training involved a 12-hour participatory workshop on focus group moderation taught by a national 

focus group expert (see acknowledgments). The workshop introduced the methodology behind focus groups, the role of focus 

groups in research, the strengths and weaknesses of focus groups as a research method, guidelines to conducting focus groups 

successfully and the various roles involved in holding focus groups. Logistics of the focus group environment were also discussed: 

ideal group size, creating a welcoming environment, working with low English literacy individuals, and cultural 

appropriateness. While training encompassed the roles of focus group moderator, note taker and analyst, emphasis was placed on 

improving participants’ abilities in moderation. Specifically, they were taught skills of active listening, body language, probes and the 

art of follow-up questions. The workshop was highly interactive, and included several role-playing sessions where participants 

practiced their skills. Those leading the workshop evaluated the trainees and provided constructive critiques. 

 

At the conclusion of the workshop, participants organized themselves into groups of three members. Each group held practice focus 

groups within their neighborhoods, work environments, or friend groups. Pre-written scripts were available, or participants could 

write their own questions on a topic of their choosing. Participants created detailed reports from these practice sessions. The 

practice focus group reports were circulated among the other workshop participants for feedback. The research team also reviewed 
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these reports to assess thoroughness, depth of solicited information and clarity; recommendations for improvement were provided. 

This activity was intended to increase focus group facilitators’ comfort with their roles, allow feedback on the overall process, and 

provide an opportunity for addressing any concerns prior to application of their skills to the TB project at HEC. 

 

Workshop participants who completed practice focus groups then conducted focus groups at HEC. Focus group facilitators 

performed a total of ten focus groups with HEC students and staff to elucidate their knowledge and perception of TB, its 

transmission, prevention and management; these results are reported elsewhere25.  Scripted focus group questions were designed 

jointly by the research team and focus group trainees; questions were finalized after review by adult education specialists familiar 

with the culture and literacy levels at HEC. Focus groups were conducted either in English or participants’ native 

languages. Professional interpreters were available during focus groups, except for those conducted with native English 

speakers. Focus group trainees alternately served in the moderator, note-taker and analyst roles. Moderators worked off the script, 

while adding probes and follow-up questions as appropriate. The note-taker recorded responses and key phrases for each 

question. The analyst noted themes within the discussion, interactions between group members and noteworthy body language. Six 

of these ten focus groups were observed by a member of the research team for quality assurance. Following the session, facilitators 

debriefed with each other to reflect on key moments. This time was also used to critique their individual performances. Using an 

audio transcript generated from the focus groups and notes, each team created a report with key quotes and themes for each of the 

questions. These were evaluated by the research team for thoroughness, quality and depth of ideas obtained from the focus groups.  

 

Following the first six of these focus groups, trainees reconvened for an additional eight-hour workshop with the same focus group 

expert to address any challenges that arose and to further enhance their skills. Strengths and weaknesses of the previous focus groups 

were examined. Role playing exercises were designed to mimic these challenges. In the weeks following the second workshop, an 

additional four focus groups were held using the same format as earlier. The full training timeline is shown in Figure 1. Upon 

completion of ten total focus groups, focus group facilitators interested in helping with data analysis were assembled as an analysis 

sub-group. Two facilitators chose to participate. After data analysis, all facilitators had the opportunity to confirm or critique themes 

extracted from the focus group sessions.  

 

Throughout the focus group training and implementation, community trainees were compensated $150 for workshop attendance 

and $50 for facilitation of individual focus groups. Additional reimbursement was given to those involved in transcribing audio 

recordings from the focus group.  

 

Program evaluation methods 
 

Focus group trainee performance as well as training quality and impact in the context of CBPR were evaluated throughout the 

process by observation. Observers included community and academic RHCP leadership as well as focus group trainees. More than 

one member of this RHCP leadership team (authors) was present at every phase of training and implementation. The leadership 

team held regular meetings during which observations were elucidated and reflected in meeting minutes. Trainees’ observations 

were formally invited in two discussion groups during the focus groups training. 
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Figure 1: Timeline - Development of focus group infrastructure 

 

 

Observation of trainee proficiency focused on perceived execution of focus group moderation skills that were taught and practiced during the training sessions. Further, the quality of 

data (transcripts) obtained from TB focus groups at HEC was used as a marker of trainee proficiency. Specifically, transcripts were evaluated for how well the content responded to 

the research questions and for the richness of data. Transcripts that reflected a large amount of data that did not relate to the research questions reflected opportunities for growth of 
focus group moderation skills through re-direction and facilitation approach. Transcripts that lacked richness of data often revealed missed opportunities to unpack interesting 
statements by focus group participants. These assessments were made by academic members of the partnership with experience in focus groups moderation (see acknowledgements). 

Evaluation of the training program as a whole was based on observations by the RHCP leadership team and focus group trainees. Observations focused on the question of how well 
the training prepared trainees to competently conduct community-based, culturally diverse focus groups in the context of CBPR. 

Quantitative program evaluation components included measurement of attendance and attrition. Finally, indirect measures of success were retrospectively identified on the basis of 
sustainability, additional programming and peer-reviewed publications. 

Evaluation Results 

Attendance and attrition 

Twenty-seven trainees attended the initial workshop which focused on moderation skills, while 21 attended the follow-up session. Ethnicities and races of the participants included 
non-immigrant white, Cambodian, Hispanic, Somali, Sudanese and Ugandan (Table 1). Of the 27 initial participants, 20 were from the community, and the rest were from academic 

institutions. The overall attrition rate between the two training sessions was 22%. Those discontinuing involvement with the project were all community members; thus community 

attrition was 30%. Attrition occurred secondary to scheduling, time constraints, conflicting life events and waning interest in the project. Motivation for continued involvement in 

the project included vested interest in the needs of one’s community as well as monetary compensation. 
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Proficiency of trainees in focus groups moderation 
 

Community members were equipped with skills in conducting focus groups, and specifically practiced communication, note-taking, 

transcription and analysis skills. Over the span of multiple focus groups, increasing aptitude in research skills was apparent, 

particularly in the quality of transcripts produced. Practice and experience, in accordance with the number of focus groups 

completed, was the single most important predictor of effective focus groups moderation.  

 

Effectiveness of training program in the context of CBPR 
 

Community and academic partners repeatedly observed that focus group training strengthened relationships between HEC and 

Mayo Clinic, ultimately resulting in joint ownership of both the learning process and outcomes. Community members noted an 

improved perception of research, and their trust in academic partners grew. This was further demonstrated by their request for 

continued research involvement at HEC in future projects. 

 

As academic partners shared their research skills with the community, individual capacity of the participating community members 

was enhanced. They were oriented to core CBPR principles, and subsequently had the opportunity to apply that learning in a 

dynamic research process. Further, focus group training had a transformative effect on HEC as an institution; focus groups have 

emerged as a common mechanism for influencing policy change and procedures.  

 

Community members likewise brought their interpersonal skills, language abilities and vast relationships within the community to 

the partnership. Through the teaching generously offered by the community, researchers gained invaluable insight into specific needs 

and cultural nuances of the surrounding community. Similarly, researchers learned about existing health barriers in various ethnic 

groups in the community. 

 

Research capacity of the academic-community partnership also grew. Focus group trainees applied their newly acquired skills within 

the partnership, thereby creating a dynamic qualitative framework for pursuing other health topics within HEC and the broader 

community. Allocation of roles within the research team, training of personnel and overcoming initial cultural obstacles all 

contributed to formation of this qualitative infrastructure.  

 

 

Indirect measures of training impact 
 

Since this initial training session, two additional groups of community members have been trained in focus groups moderation in the 

same manner. This training sustainability reflects the success of the original program. Furthermore, the larger Rochester community 

became aware of community member focus group skills. This provided further leadership opportunities for those trained in focus 

group methodology, as they were asked to apply their newfound skills in other outlets. For example, one group of trainees 

independently used focus groups to address the issue of acculturation among middle school students from Somalia. The report 

generated from this focus group was recognized by the Office of the Superintendent as important to informing school 

policy. Finally, data generated from this community-based qualitative infrastructure has been recognized in several peer-reviewed 

publications25-28. This work has laid the foundation for RHCP becoming a productive CBPR partnership with experience in 

deploying data-driven programming and outcomes assessment among immigrant and refugee populations. 
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Discussion  
 

Using a case study format, we described the development of a community-based qualitative research infrastructure using focus group 

training. Participants were trained to achieve a baseline level of competence in focus group skills, particularly moderation. The 

training process enhanced trust and partnership building among community and academic members. 

 

Having community members instead of academicians facilitate focus groups has unique advantages. Specifically, orientation to 

qualitative research methodology empowered community members to be equal partners in targeting health needs in their own 

neighborhoods29. They broached health topics with great cultural sensitivity and insight while demonstrating enhanced interpretation 

of comments and unspoken cultural nuances within sessions. In focus groups with low English literacy participants, community 

members dually served in translator and moderator roles, thus enriching the linguistic nuances of the data. According to Williams et 

al., communication to the community from a community member provides a more compelling argument13. This arrangement likely 

created a less threatening environment compared to academic-led sessions, thereby prompting greater responsiveness by the HEC 

community13.  These strategies may contribute to reductions in health disparities by minimizing barriers to care, thus increasing 

health research and the spread of results in marginalized communities29. 

 

Looking into the future, this training project has already established a framework for future assessments and programming through 

our community-academic partnership. This community-based qualitative infrastructure may be applied to diverse health issues that 

emerge from community partners now and in the future.  

 

Limitations and lessons learned 
 

There are several challenges and limitations to this approach. Few community members had prior experience in health fields or 

research. Therefore, significant time was invested in the training and development sessions. This is a time commitment that may be 

unsustainable for some partnerships.  

 

Despite numerous training sessions, community members still have limited experience compared to academic or corporate 

counterparts who routinely conduct focus groups. Therefore, while community focus group facilitators extract richer data in some 

cases, quality may be suboptimal in other cases. For example, our experience showed that early focus group data suffered from a 

lack of sufficient follow-up questions to initial participant responses. This affinity for 'active listening,' whereby the focus group 

moderator is able to seize on important conversation that is highly relevant to the research questions, was the skill most lacking from 

early focus group moderation. Likely as a result of increased experience and the follow-up skills session, the last four focus groups 

were of significantly higher quality than the initial six. 

 

Sustaining these projects may be difficult if the time commitment for trainees results in waning interests12. In our experience, 

important conflicting life events led to the attrition rate of 30% among the community focus group moderators. This reality should 

be countered with fair financial support and maximal scheduling flexibility on the part of the organizers. Nevertheless, attrition 

necessitates continual recruitment and training that are both time-consuming and expensive12. 

 

In retrospect, inclusion of a human subjects protection curriculum, covering topics such as institutional review boards and ethical 

consent, may have enhanced the training of community members as researchers. Instead, consent for focus groups was obtained by 
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separate research staff. Merging these two skills may be synergistic for community members who are actively involved in the 

broader CBPR partnership. 

 

Lastly, while we used an observation-based program evaluation, this process may have been more robust with additional assessment 

tools, such as in-depth interviews, focus groups, or surveys of trainees. This would foster a more formal evaluation mechanism to 

inform changes for future training sessions. 

 

Conclusion 
 

Focus group training within existing or emerging CBPR partnerships offers the opportunity for individual and organizational capacity 

building. Our experience with a largely immigrant and refugee population at an adult education center in the U.S. describes a 

framework for building this capacity. The unique benefits of focus group moderation by community members may offer innovative 

means of more effectively obtaining qualitative data together with underrepresented communities towards the shared goal of 

improved health. 
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