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Summary: Listening to the needs of the community is an important step toward reducing
health disparities. Researchers may need to adjust their methods to maximize participation and benefit to the community. This report describes how the project team adjusted
its approach to a weight loss intervention to support a community of African American
women seeking to improve their health.
Key words: Community-engaged research, women, weight loss.

Background

S

ince 1980, the overall rate of obesity has tripled in the United States.1,2 Among all
adults, the prevalence of obesity—Body Mass Index (BMI) in adults greater than
303—among African American women is higher than any other racial or ethnic subgroup.4 In 2011–2013, nearly 57% of African American women were obese compared
with 43% of Hispanic women, and 34% of White women.5 Higher rates of obesity, and
its complications, follow the social gradient.6,7 Strategies to address obesity must be
useful and relevant to individuals and communities in order to be effective and make a
difference. Even under the best of circumstances and with intensive treatment, assisting
individuals to meet and keep weight loss goals is a challenge.8,9 Individuals living in low
socioeconomic status face additional structural challenges within the built environment
by having limited nutrient-rich food choices and safe and affordable opportunities to
engage in physical activity.10,11 As a result of these challenges, soliciting greater input
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from community members may increase the likelihood of success with individual and
community-level interventions.
Within the context of public health, community-based participatory research (CBPR)
is supported through partnerships. Within this paradigm, community-based organizations, academic researchers and community members come together to identify common issues related to the health of the community and to agree upon interventions.12
Each partner provides a unique but complementary perspective not only to understand,
but to resolve the health-related or social issue. Such an alignment to research is based
upon the principles of equity and bi-directional learning and presupposes an iterative
process.12 Community-based participatory research is not a singular method but an
orientation to the research process. As such, integrating community health advocates
in the research and utilizing a common sense model (i.e., eliciting perceptions of illness
based on prior experiences and interpretation of symptoms) to understand community
health issues fits well within the tenets of CBPR. Despite a sound rationale for utilizing
CBPR, little is written about the need to make adjustments during the research process
as determined by community-identified needs. This Report from the Field describes
how one community-academic partnership adjusted its processes to meet the needs
of African American women through a church-based CBPR program in Milwaukee,
Wisconsin.

Context
Milwaukee is the largest and most ethnically diverse city in Wisconsin, with a population of over 600,000.13 While the number of Whites that live in the city has steadily
decreased over the census years 1980, 1990, and 2000 African American, Hispanic,
and Asian populations have increased.14 Though the highest concentration of health
resources exists within the city, health disparities are most apparent in many of these
areas. According to the Milwaukee Health Report,15 individuals who live in ZIP codes
classified as low socioeconomic status (SES) have worse health outcomes than those
living in areas categorized as middle or high SES. As a result, Milwaukee County ranks
worse than all but one county in the state for overall health outcomes.15
In an attempt to address these disparities, an endowment was created from the 2004
conversion of the Blue Cross Blue Shield United of Wisconsin from not-for-profit to
a for-profit entity. This entity, Advancing a Healthier Wisconsin, contains a grant component titled the “Healthier Wisconsin Partnership Program” (HWPP).16 The aim of
this program is to improve the health of the state’s population through community
and academic partnerships with the Medical College of Wisconsin (MCW). New
partnerships, as well as previously and currently funded community-MCW academic
partnerships, were eligible to apply for Development Awards for up to two years or
Impact Awards for up to five years. Development Award projects are designed to build
partnership synergy, develop pilot projects and to create strategic action plans between
community and academic partners.
In 2012, the Bread of Healing Clinic (BOH) and the Marquette Clinic for Women
and Children (MCWC) (both located in the basement of Cross Lutheran Church) collaborated with researchers from the Medical College of Wisconsin to write an HWPP
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Developmental Award to fund an intervention that focused on obesity among African
American women. Both of these clinics serve uninsured individuals at no charge within
a neighborhood called Lindsay Heights. Lindsay Heights is made up of a 100-square
block area with approximately 2,200 households; 95% of the residents are African
American. Lindsay Heights experiences a poverty rate double that, and an average
household income half that of the rest of Milwaukee.17 In this community, poverty is so
pervasive that nearly 90% of single parents with two or more children have an income
less than 185% of the federal poverty level.18 The team chose to work with African
American adult women after a clinic chart review of BOH and MCWC determined
that 51% of the women were obese, compared with 29.8% of women statewide.19 In
addition, a high prevalence of hypertension (60%) and type 2 diabetes (30%) existed
among the female clinic patients, considerably higher than the 32.3%, and 8.2% rates
seen for all adults in the state of Wisconsin.

Initial Model
The initial intervention design proposed randomizing participants to an immediate
intervention group or to a wait list (control group). Baseline assessments would include
body mass index (measured by weight and height), self-reported nutritional intake,
and physical activity along with symptoms and signs of comorbidities associated with
excess body weight. The primary objective of the study was to modify lifestyle behaviors to achieve a goal of eventual weight loss. That is, increased physical activity and
consumption of healthy foods would result in the women achieving (or moving toward)
“normal” weight status through a reduction of their BMI. After the initial assessment,
following the protocol, measures would be repeated every three months for a maximum
of 12 months. In line with a CBPR model, the team decided to use community health
advocates (CHA) who would first receive training in, and then use Motivational Interviewing (MI) to initiate behavior change (based on the theoretical model of behavior
change as described by DeClemente and Prochaska20 and Prochaska21). Finally, the
team would seek input from the community, first in the form of focus groups prior to
beginning the intervention, and then through a project advisory board (PAB) to be
consulted throughout the course of the project. This was viewed as an important component since some members of the PAB and the CHA lived in the same community as
the participants. The PAB would review project direction and design and inform the
team if their approach was consistent with the cultural and social environment of the
community. The project was submitted to and approved by the Internal Review Board
at the Medical College of Wisconsin. Through word of mouth, flyers and referrals,
over 60 women from the Lindsay Heights neighborhood were ultimately recruited to
participate in the program.

Focus Groups
In addition to chart reviews and prior to implementing the initial protocol, women
were recruited from the community to participate in six focus groups and discuss issues
related to obesity and the proposed intervention. A total of 22 women responded to
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the flyers, signed informed consents and attended at least one of the six focus groups.
Focus groups were convened twice per month with each meeting framed around a
different topic related to obesity. Topics included body image, community resources,
family, and the influence of obesity on the community, and in particular, its impact
upon women. Results from the focus groups provided additional insight into three
key areas that need to be recognized as the project moved forward. Insights include:
1) engagement of the community, 2) incorporating Common Sense Perceptions into
weight reduction and 3) reliance upon community health advocates who provide social
and educational support to participants.

Moving Forward
Efforts to engage the community in research must be based on foundational principles
of CBPR such as trust, shared power, dialogue, capacity building and collaborative
inquiry.22 From the start of the project, promotion of healthy body weight remained the
goal. However, based upon input from the focus groups and the PAB, and improved
understanding on the part of the research team, adjustments to the project were made
to emphasize healthy lifestyle choices, rather than weight loss. For example, the focus
group discussions brought to light a lot of ambiguity around the topic of obesity that
was subsequently validated by the PAB. Instead, the community identified an “unhealthy
lifestyle” as their main health concern. The participants also reminded the team that
environmental factors, including a lack of access to stores that sell healthy food, was
an important issue. The women indicated that home-cooked meals were not a regular occurrence in the community and many families ate meals prepared at fast-food
restaurants. Finally, as one participant explained, “BMI [body mass index] does not
tell the whole story” and “BMI does not reflect how I feel.” This type of commonsense perception (reliance on personal, subjective symptoms as indicators of health
status) provided the basis for an adjusted approach to work with African American
women to promote healthy weight in this neighborhood, and yet still followed principles of CBPR.
What we came to call our Common Sense approach was designed not only to
understand the perspective of the targeted community but also to guide the development of the intervention. The Common Sense Model (CSM) provides a framework to
understand the perceptions of how an individual represents and comes to understand
a health issue. Within the model, individuals look for a label or identity to explain a
symptom or health issue regardless of whether or not that description is bio-medically
correct.23 A key feature of CSM is its approach to fear and threat in relation to behavior
change.24 The threat of a potential health concern does not provide sufficient motivation
for behavior change. To facilitate change, individuals need knowledge and information
on how to reduce the threat. Without such information, they have difficulty formulating
an action plan and so tend to ignore or discount the fear.
An illustration of relevant cognitive processes and perceptions was provided by
women during the focus groups that addressed body image, when they indicated that
the terms “body mass index” or “BMI” and “obesity” have little relevance to them and
those in their neighborhoods. The women did not express fear over an elevated BMI
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and thus saw no reason to lose weight. Although obesity is linked to chronic illness
such as hypertension and type 2 diabetes25 the development of these conditions is
often asymptomatic, thus providing no direct, somatic experience to link overweight
to the chronic condition. However, the women in the group did express that obesity
had a direct effect on their ability to move around and be physically active. They thus
expressed an interest in weight loss if it meant having more time and energy to spend
with their families. Therefore, when their perceptions of the issue and personal experience matched the needs in their lives, the women were more open to weight loss as
a means to an end. At the same time, and on the opposite end of the spectrum, these
women associated lower BMI with ill health, in that women who lost weight either had
“cancer” or were “on the pipe” (drug use), again reflecting the CSM of personal experience providing links between health and outcomes. The team also needed to consider
the cultural implications of a higher BMI, which included the perception of “curvy”
women as attractive, as well as the pride one takes in a well-fed family. Women in this
group did not associate overweight with the threat of diabetes, hypertension, and heart
disease. The community expressed considerable ambivalence in that excessive body
weight was simultaneously a desirable attribute and a source of health problems. The
project team seized upon this ambivalence as an opportunity to emphasize motivational
interviewing as part of the intervention (MI) to address the health issue of obesity
through the common-sense ideas of increased physical activity and healthy nutrition
intake instead of focusing on the outcome of weight reduction.
Another part of the common-sense approach generated by community members
was the decision to use community health advocates (CHA) as an important component of the intervention. The importance of CHAs to the success of the project was
not completely realized until after the actual intervention began. Community health
advocates are members of the target community who serve as champions to promote
the welfare of their community and peers. As part of the intervention, CHAs work with
participants to set individual goals for physical activity, diet and to develop an action
plan based upon the individual’s ability to access resources and achieve those goals.
While working with the members of the community, CHAs found themselves in the
roles of confidant and emotional supporters for the participants. Instead of developing
a nutrition plan for the week, CHAs often found the participants needed to discuss
issues of stress and depression and how to manage large and extended families with
limited economic resources. Community health advocates also developed skills to set
appropriate boundaries around signs of depression, and in time management as consultation sessions often took longer than expected due to these emotionally-laden social
issues.
In summary, the original goal of this project was to use a community-academic
partnership to engage in a CBPR model and develop an intervention to achieve appropriate weight loss for participants. Through interaction with the community, the team
learned that medical constructs such as “obesity,” “BMI,” and “exercise capacity” had
little relevance in the lives of the target participants. Instead, a more common-sense
approach was needed to make the core components of the project relevant in the lives
of participants. The use of focus groups, a project advisory board and community health
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advocates resulted in a program tailored to the perceptions of the participants while
retaining its original goal of changing behaviors that cause and sustain obesity. This
common-sense approach modified the focus of the project from emphasizing weight
loss to focusing on increasing physical activity and healthy nutrition, and by addressing other related health issues in the community. Community health advocates not
only focused on increasing physical activity and heathier nutrition but also expanded
their roles as confidants to provide support for those individuals that struggled with
stress and depression. This revised approach to the issue of obesity is anticipated to
result in an intervention program that will improve outcomes that are relevant to the
target community.
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