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Abstract: 

To facilitate and sustain community-engaged research (CEnR) conducted by ACPs, a 

Clinical Translational Science Award (CTSA)-funded community engagement core and partner 

council co-created two innovative microgrant programs. The Community Health Grant (CHG) 

and the Partnership Development Grant (PDG) programs are designed to specifically fund ACPs 

conducting pilot programs aimed at improving health outcomes. Collectively, these programs 

have engaged 94 community partner organizations while impacting over 55,000 individuals and 

leveraging $1.2 million to fund over $10 million through other grants and awards. A cross-

sectional survey of 57 CHG awardees demonstrated high overall satisfaction with the programs 

and indicated that participation addressed barriers to CEnR, such as building trust in research and 

improving partnership and program sustainability. The goal of this paper is to describe the 

rationale and development of the CHG and PDG programs, their feasibility, impact, 

sustainability, lessons learned, and best practices. Institutions seeking to implement similar 

programs should focus on integrating community partners throughout the design and review 

processes and prioritizing projects that align with specific, measurable goals.  
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Introduction 

Community-engaged research (CEnR) addresses health disparities and improves community 

health outcomes, as partnering with the community promotes alignment with community 

priorities and needs [1-5]. CEnR has been identified as a best practice in public health; it also 

contributes significantly to the relevance and sustainability of health interventions [6]. 

Academic-community partnerships (ACPs) increase the feasibility and impact of CEnR as 

community members contribute to study design, implementation, and dissemination
 

[5,6]. 

Translation of research findings is also improved when community voice is reflected in the 

interpretation of data and dissemination is tailored to meet the needs of varying facets of the 

community [5,7]. 

Although ACPs strengthen health-focused research, these partnerships are sometimes 

challenging due to several structural and logistical barriers that contribute to mistrust; thus, there 

is an increased need for resources to support partnerships and collaborations. [8]. Facilitators of 

successful CEnR include competence within organizational domains of leadership, regulatory 

support and knowledge, and ethical conduct of research [9]. Potential barriers can include 

establishing a community advisory board, addressing conflicting priorities between academics 

and the community, collaborating with under resourced and marginalized communities, 

launching a community-based project, and facilitating and sustaining community engagement 

[8,10]. These barriers are perpetuated by fiscal and administrative policies that impede power 

sharing and communication among partnerships and require navigation of complex institutional 

policies and procedures [11]. Furthermore, traditional governmental funding mechanisms 

typically fail to account for the time and resources needed to establish trust, develop a 

partnership necessary for authentic community-engaged research, and conduct the research 

collaborative activities [12].  

One method to promote and sustain ACPs to conduct health research is through funding 

mechanisms. For example, microgrants which stem from microfinancing, originally developed to 

provide small business loans to stimulate the economy of underserved communities, have been 

utilized to provide funding to ACPs — based on scientific merit and community relevance 

[14,15]. These microgrants not only increase community participation in health research but also 

can be focused on meeting individual communities' needs [6,13]. While there is a growing 

portfolio of funding opportunities requiring community involvement, a systematic review of 
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community grant programs indicated that most focus on a single health area (e.g., cancer, 

diabetes), and the majority do not focus solely on partnerships, such as ACPs, as an eligibility 

requirement [1,13,16]. Furthermore, literature describing these programs, including their 

development and outcomes, is sparse, and there is a lack of consistent measurement of 

community health outcomes
 
[13]. Yet, there is evidence to support that participating in a 

partnership facilitated better project sustainability among community health grant-supported 

projects. In addition, outcomes are enhanced when there is power-sharing, and the community 

partner takes an active role in the design and dissemination of the research [13]. Thus, an 

effective and sustainable way to facilitate impactful, long-term health research in the community 

may be to fund ACPs while also providing support to minimize barriers to conducting CEnR. 

In 2010, the Community Partner Council (CPC) of the Center for Clinical and Translational 

Science (CCTST)’s Community Engagement Core (CEC) in partnership with the CEC, co-

created a Community Health Grant (CHG) program to promote ACP health research in the 

Greater Cincinnati Region and the surrounding communities (Southwest Ohio including the City 

of Cincinnati, Northern Kentucky, and Southeast Indiana). Later, in 2018, the Partnership 

Development Grant (PDG) was created as a seed microgrant to support partnerships during the 

development phase. Collectively, these grant programs aim to facilitate and support ACPs in 

conducting health-focused research in the local community. This paper describes the microgrants 

programs, their impact and outcomes, and lessons learned through an iterative feedback process 

that we have used and developed for over a decade. It is hoped that it can serve as a guide for the 

development and implementation of similar ACP microgrants programs.  

Methods 

Programs 

Community Health Grants (CHG) 

 The CHG request for proposals was developed in partnership with the CPC and focuses 

on facilitating research conducted by community and academic partners. Either can apply as the 

principal investigator, but applicants must be part of an ACP consisting of at least one academic 

partner (faculty or affiliates from CCTST member institutions) and one community partner (e.g., 

community programs, agencies, physician practices, non-profit organizations).  The CHG 

program funds ACP projects that (1) apply existing knowledge about health to real-world settings 

(i.e., translational research) and (2) demonstrate shared decision-making in research activities 
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intended to improve outcomes for the community. Projects must also be feasible within a one-

year funding period, use a community-engaged measurement and evaluation strategy, and 

include a sustainability plan for both the project and partnership. ACPs can receive up to $20,000 

in funding for one year for their proposed project. 

The complete CHG proposal application includes information on the (1) academic and 

community partners; (2) proposed health program or translational research project; (3) proposed 

partnership, impact, and innovation of the project; (4) research and/or evaluation plan; (5) 

community benefits and sustainability plan; and (6) project timeline and budget (see Appendix 1 

for more details). The sustainability plan must describe how the ACP and proposed project will 

continue to make an impact beyond the funding period. Review criteria are described below. 

Partnership Development Grant (PDG)  

New and developing ACPs may apply to the PDG program to support a health-focused 

pilot study or needs assessment in a shared interest area. Like the CHG, eligible partnerships 

include at least one academic faculty or staff member and at least one member of a non-profit 

organization. The CCTST CPC reviews all proposals using a standardized scoring system and 

discusses them at a review meeting. For the PDG, the same scoring categories are used during 

the review as the CHG; however, the scope of the project is expected to be smaller, and much 

more emphasis is placed on the potential impact of the partnership collaborating on the health 

challenge. Funded grantees receive up to $5,000 to complete their project over one year. Free, 

unlimited support from the CCTST Staff is available throughout the program. All awardees are 

also invited to other CCTST CEC activities, including academic-community Speaker Series 

dinners, Grand Rounds, poster sessions, and community forums.  
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Review Processes 

Applicants for both programs are encouraged, but not required, to (1) attend an 

information session describing the program, application process, and experiences of past 

awardees and (2) submit a one-page Letter of Intent (LOI). The LOI includes information about 

the ACP and proposed project and is due two months before the proposal. CEC faculty provide 

thorough, written feedback to any partnerships submitting LOIs, intending to help applicants 

submit their most competitive proposal. Any LOIs that describe projects that may be a better fit 

for other CCTST grants or training opportunities receive information about those opportunities 

and a recommendation that they apply in a future grant cycle. Tailored technical assistance is 

also offered through the CEC staff to help strengthen proposal components and is available for 

grantees throughout the funding period. These services include but are not limited to research 

staff and community advisory board review of research design, community engagement and 

recruitment plans, data analysis plans, evaluation methods, assistance with interpretation, and 

dissemination strategies.  

Each application undergoes a technical review and is independently scored by 2-3 

reviewers (including at least one academic and one community reviewer) selected based on their 

areas of expertise and to avoid any conflict of interest. Proposals are scored using established 

criteria: a) the strength and capacity of the ACP, b) the proposed health challenges to be 

addressed, c) potential impact, d) innovation, e) evaluation plan, f) sustainability, and g) project 

feasibility. At the full review meeting, a primary reviewer presents an overview, strengths, and 

concerns regarding the application, followed by a full committee discussion of how the 

application fits with funding priorities and other considerations (e.g., multiple grant applications 

from a partner, whether the applicant is a past awardee, etc.). The joint and complementary 

expertise of academic and community partners is highly valued during the review which is 

demonstrative of program co-creation and shared decision-making. Integration of expertise is an 

integral determinant for the grant score and drives funding prioritization. The review meeting 

ends with the compilation of a recommended applications which is then submitted to CCTST 

leadership for funding approval. 

Metrics 

All grant awardees provide progress reports biannually assessing the number of 

individuals impacted, progress toward achieving goals, other relevant grant funding or training 
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received, dissemination activities, community benefits, new health initiatives resulting from the 

project, and a summary of the budget and expenses to date. In 2018, progress reports were 

revised to include overall program satisfaction and other metrics beyond return on investment 

(ROI) to better align with the CTSA’s initiative to create common metrics [17]. Additional 

operational outcomes (e.g., number of applications and attendance at program events) were 

collected from program records. Progress report data from the 2010-2021 CHG and 2017-2021 

PDG grant cycles were included in the current analyses. 

CHG Survey 

In November 2013, grant awardees from the first four cycles (2010-2013) of the CHG 

program were emailed and/or contacted by phone and asked to complete a follow-up survey in 

SurveyMonkey
®

 that assessed their overall satisfaction with the CHG, its impact on their 

partnership and the community, the sustainability of the partnership and project, and the 

dissemination of results. In September 2018, grant awardees from four additional cycles (2014-

2017) were contacted to complete the same survey. A total of 189 lead and secondary partners 

from 55 funded projects were invited to participate in the evaluation. 

Data Analysis 

Grant outcomes, operational data, and survey responses were all analyzed using IBM 

SPSS Statistics for Windows, version 25 (IBM Corp., Armonk, N.Y., USA). Descriptive statistics 

were used to summarize partnership and survey data. ROI was calculated using the overall 

amount of additional funding grantees reported obtaining for related projects after receiving the 

CHG or PDG divided by the overall cumulative amount of program funds awarded to grantees 

(2010-2021). 

Results 

Program Impact & Outcomes 

Over the first 12 CHG cycles, 76 academic-community partnerships received a total of 

$1.02 million in grant funding. Projects focused on health equity and community health priority 

areas including mental/behavioral health, primary healthcare access and transition medicine, 

infant and maternal health, food insecurity, and environmental health, with 100% of funded 

projects addressing social determinants of health in under-resourced neighborhoods. Since 

implementing the PDG program, 19 Partnership Development Grants totaling $81,799 were 

awarded. Three of the 19 PDG projects went on to successfully apply for CHG funding. 
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Outcomes from the CHG and PDG are depicted in Figure 1. During the one-year funding 

period, CHG awardees from grant cycles 2010-2021 reported leveraging $1.2 million in grant 

funding into over $8.4 million in state and federal funding by applying to other grant 

mechanisms to sustain CHG projects (ROI > 9.3), including the Ohio Department of Health, 

National Institutes of Health, U.S. Department of Health & Human Services, and NAACP. 

Subsequently, recipients of the PDG leveraged a grant investment of $81,799 into $729,500.00 

(ROI > 8.9). Combined, CHG and PDG have been awarded to partnerships representing 94 

different community-based organizations and have impacted over 55,000 individuals. Grant 

results have been disseminated broadly, including presentations, abstracts, and peer-reviewed 

publications. 

Survey Results 

The CHG survey was completed by 57 grantees, including 23 community partners 

(40.4% of respondents) who participated in 55 CHG-funded projects (see Table 1). Overall 

satisfaction with the CHG program was high: almost all (n = 54, 94.7%) agreed or strongly 

agreed with the statement “I was satisfied with the Community Health Grant program” (see 

Figure 2). Additionally, partners reported a variety of dissemination activities, including 

presentations (n = 34), academic papers (n = 13), and community-focused newsletters (n = 11) 

related to ACP projects. Nearly half (n = 26; 45.6%) reported conducting staff education sessions 

or training related to their grant project. 

Participants also indicated they were satisfied with their CHG partner (91.2%), that the 

CHG had a positive long-term impact on their ACP (89.5%) and their organization (84.2%), and 

that they intend to pursue additional research opportunities in the future (89.5%). Most also 

agreed or strongly agreed that the CHG positively impacted the community (93.0%). Over half 

of respondents reported that their pilot projects funded by the CHG program were sustained 

beyond the funding period (n = 36; 63.2%) and have continued to engage in research 

collaboration with their CHG partner (n = 35; 61.4%). For those who did not sustain the project 

beyond the funding period, this was most often attributed to a lack of funding and/or personnel. 

Some grantees (n = 18, 31.6%) also utilized the research services offered by the CCTST either 

during or after the award period, such as assistance with REDCap databases, community 

engagement, grant writing, study design, or data management and statistical analysis. CHG 

awardees have remained engaged with the CCTST and CEC, joining CPC subcommittees (n = 
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12), participating in the Community Leaders Institute (CLI) (an eight-week research training 

program; n = 24) [18], and attending CEC Speaker Series events, including Grand Rounds (n = 

26) [19], Awards Ceremonies (n = 38), and Community Forums (n = 26).   

Participants indicated that the CHG positively impacted their career development, 

research literacy, and perceptions of CEnR (see Table 2). Most respondents reported that the 

CHG program contributed to their career and professional development (n = 48; 84.2%), 

including broadening their network, learning new skills, improving research literacy, increasing 

grantsmanship, and event promotion. Other positive career outcomes included attracting new 

staff members to organizations and fostering a greater connection with the community. Finally, 

grantees indicated that participating in the CHG program increased their trust in CEnR.  

Discussion 

This paper describes the development and evaluation of the CHG and PDG programs, 

innovative partnership development initiatives sponsored by Cincinnati’s CTSA hub (CCTST).  

These microgrant programs support CEnR projects that are feasible, impactful, and address 

barriers to CEnR. CHG and PDG-funded projects address health priorities identified by 

community-level data and have served tens of thousands of community members. Grants have 

successfully leveraged additional funding, bringing over $8 million in additional grants into the 

Greater Cincinnati community for health programming and research. The ability to secure 

funding post-CHG/PDG is an indicator that the microgrant programs likely contributed to ACP 

sustainability. 

CHG survey results suggest that the grantees are satisfied with the program and that the 

grants benefited ACP participants and communities/populations served. Those who utilized 

CCTST services were also satisfied, and engagement with the CCTST was reported to be high. 

Moreover, most respondents reported that their project findings have been disseminated in some 

way (e.g., presentations, newsletters, publications). Evaluation results also revealed unintended 

benefits related to career and professional development (e.g., promotion, learning new skills, 

promotion, broadening network to new sectors). Technical assistance and support provided by 

the CCTST may have supported participants and minimized traditional barriers to ACP 

engagement and collaboration. Finally, respondents reported that the grants programs increased 

their trust in collaborative CEnR and intention to pursue additional academic-community 

research opportunities.  
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The community and public health, economic, and policy benefits associated with the 

CHG program are comparable to other funding mechanisms [20, 21]. However, while similar 

microgrants exist, to our knowledge, the CHG is a novel approach to funding community 

microgrants because it was created, and is implemented, and evaluated in collaboration with 

community partners. Furthermore, the CHG and PDG programs, directly addressed barriers to 

CEnR and ACP-conducted research by increasing trust between partners, providing research and 

team-building resources, and providing seed funds that lead to the implementation of more 

sustainable programs. 

Our finding that ACP-funded research was sustained as evidenced by subsequent funding 

and partner self-report is commensurate with a systematic review of 36 grant-funded community 

health revealed that partnerships were associated with long-term project sustainability, which 

further supports funding ACP-conducted research. This review also found that only a small 

percentage of the initiatives were evidence-based and/or reported health outcomes [22-25]. Our 

program not only requires an in-depth evaluation plan in the proposal but also provides technical 

support to help applicants utilize validated measures where appropriate and select outcomes 

based on evidence.  Thompson et al. indicated that restrictive project timelines and application 

requirements were barriers to success in projects funded through their cancer prevention program 

[26]. While the CCTST offers resources such as technical assistance, sustainability, logistical, 

and dissemination challenges remained. Thus, these are key areas to be addressed in future 

iterations of the programs.   

  Lessons Learned 

Utilizing a microgrant funding mechanism to promote similar programs in other 

institutions, across the CTSA network, and among community groups, could potentially increase 

the number and success of ACPs. The CHG and PDG led to several lessons learned, including: 

(1) the development and utilization of a review process involving both academic and community 

partners, which is critical to the successful implementation of funded projects; (2) identifying 

priority neighborhoods, populations, or outcome areas to catalyze community action in 

underserved locations, helping to strengthen cumulative impact; and (3) prioritizing projects that 

reflect the outlined goals of the awarding institution, community partners, and the ACP facilitates 

sustainability. Notably, institutional commitment to allocate funding for these microgrants 
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annually was paramount in our success. Other institutions may consider utilizing the results and 

impact from these microgrant programs and others to justify the budget for similar programs.  

Limitations 

Several limitations exist within this work, including a relatively low response rate 

(30.2%) for the survey. Because many funded projects included multiple academic and 

community partners, many secondary partners did not participate. However, based on the data, 

we believe we have a representative sample of the primary coordinating partners from both 

community and academic institutions. Another limitation is that all progress reports are 

completed by awardees 12-18 months after funding, so there may be recall biases. We also did 

not collect data 2-5 years post-award so may have missed reporting longer-term outcomes. 

Additionally, in our region, community members have a larger turnover rate than academic 

partners and were therefore more difficult to contact. Finally, all fields in the progress reports 

were not always completed. Future progress reports should consider collecting longer-term data 

to assess sustainability, health impact, and translational benefits including community and 

economic impact. Another limitation is that all projects were conducted in the greater Cincinnati 

region; thus, findings should be confirmed in other communities.  

Next Steps and Implications 

The CHG Program promotes CEnR conducted by ACPs.  Our data suggested that we 

have developed reliable processes and methods for using a community-driven health microgrant 

as a funding strategy to accomplish the CCTST and CTSA program’s aim of engaging 

communities in clinical and translational research. In addition to providing funding for essential 

partnership building, these programs may also help address known barriers to successful CEnR, 

including building trust and sustaining ACPs. These funding programs can be adapted and 

adopted by other CTSAs and academic institutions seeking to support CEnR. Overall, by 

leveraging the benefits of programs like the CHG and PDG while also addressing areas for 

improvement (e.g., additional resources, more support for sustainability between funding cycles), 

CTSAs can enhance their infrastructure to support ACPs and CEnR, both institutionally and 

across the translational research spectrum.  
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Figure 1: Outcomes of Community Health and Partnership Development Grants 

Figure 1 describes the overall outcomes of the microgrant programs with respect to the number of partnerships, numbers served, 

funding obtained post-award, and dissemination.

  

•76 CHG & 19 PDG have 
been awarded to 
partnerships for health 
focused projects. 

 

•Projects span over 16 
health foci and cover the 
lifespan. 

 

•Health-focused grant 
projects have served over 
55,000 individuals. 

 

•Leaders of 94 different 
community-based 
organizations as Principal 
or Co-Investigator. 

 

•CHG & PDG grantees 
have leveraged $1.2M of 
grants into over $10M of 
funding back into the 
community.  

 

•Return on Investment > 9 

 

•Over 90 Posters/Abstracts 
presented at local, 
national, and global 
conferences. 

 

•13 Peer-Reviewed 
Publications 
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Table 1: Community Health Grant Survey Participants 

Partner 

Affiliation 
N = 57 % 

Academic Partner 34 59.6 

Community 

Partner 
23 40.4 

Partner Role     

Lead Partner 33 57.9 

Co-Partner 18 31.6 

Secondary Partner 6 10.5 

 

Table 1 indicates the affiliation and role of each participant (n=57) in the Community Health Grant Evaluation in 2013 and 2018.  
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Figure 2: Overall Satisfaction with the Community Health Grant Program 

Figure 2 illustrates the overall satisfaction of participants responding to the Community Health Grant Evaluation Survey (n=57) in 

2013 and 2018 across different domains. 
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Table 2: Community Health Grant Survey Responses 

 Category/Question n (%) 

Positive Impact on Career Development  

Has the CHG contributed to your career and professional development?   

Of those who replied yes (n=48): 

Promotion 

Increased network 

New Skills 

Research Literacy 

Grantsmanship 

Other (i.e., attracted new staff, connection to community) 

 

48 (84.2) 

 

6 (12) 

42 (87.5) 

19 (36.9) 

13 (27.1) 

13 (27.1) 

8 (16.7) 

Project Sustainability  

If you used CHG funds to conduct a pilot project, has it been sustainable?  

 

 

36 (63.2) 

Dissemination  

Have you disseminated information or findings about your project?  

 

 

42 (73.7) 

Use of Research Support Services  

Have you received additional support from the CCTST's Research Central?  
18 (31.6) 
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Positive Relationship with the CTSA Hub 

Have you or someone on your team attended any CCTST events? 

 

53 (93.0) 

Increased Trust in CEnR  

Has your experience with the CCTST increased your trust in community-engaged 

research? 

 

 

54 (94.7) 

Partnership Sustainability  

Since concluding your grant, have you pursued further research collaboration with 

your CHG partner? 

 

 

35 (61.4) 

Research Engagement  

Would you be willing to consider new research opportunities?  

 

 

53 (93.0) 

 

Table 2 demonstrates the outcomes related to community-engaged research categories from the Community Health Grant Evaluation 

Survey (n=57) in 2013 and 2018. 
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