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Abstract
Purpose To improve population health, community members need capacity (i.e., knowledge, skills, and tools) to select and 
implement evidence-based interventions (EBIs) to fit the needs of their local settings. Since 2002, the Centers for Disease 
Control and Prevention has funded the national Cancer Prevention and Control Research Network (CPCRN) to accelerate 
the implementation of cancer prevention and control EBIs in communities. The CPCRN has developed multiple strategies to 
build community members’ capacity to implement EBIs. This paper describes the history of CPCRN’s experience develop-
ing and lessons learned through the use of five capacity-building strategies: (1) mini-grant programs, (2) training, (3) online 
tools, (4) evidence academies, and (5) evaluation support for partners’ capacity-building initiatives.
Methods We conducted a narrative review of peer-reviewed publications and grey literature reports on CPCRN capacity-
building activities. Guided by the Interactive Systems Framework, we developed histories, case studies, and lessons learned 
for each strategy. Lessons were organized into themes.
Results Three themes emerged: the importance of (1) community-engagement prior to and during implementation of capac-
ity-building strategies, (2) establishing and sustaining partnerships, and (3) co-learning at the levels of centers, networks, 
and beyond.
Conclusion CPCRN activities have increased the ability of community organizations to compete for external funds to sup-
port implementation, increased the use of evidence in real-world settings, and promoted the broad-scale implementation of 
cancer control interventions across more than eight states. Lessons from this narrative review highlight the value of long-term 
thematic networks and provide useful guidance to other research networks and future capacity-building efforts.

Keywords Capacity building · Mini grants · Training · Implementation practice · Evaluation · Evidence academies · Online 
tools

Introduction

The Cancer Prevention and Control Research Network 
(CPCRN) is a national thematic network of academic, pub-
lic health, clinical, and community partners who study the 
implementation of evidence-based interventions (EBIs) to 
prevent and control cancer [1]. With funding from the Cent-
ers for Disease Control and Prevention (CDC), CPCRN sup-
ports implementation of cancer control EBIs in clinical and 
community settings, with a focus on settings that reach those 

at greatest risk for health disparities (e.g., clinics, health 
departments, and community-based organizations) [1]. The 
CPCRN network includes Prevention Research Centers [2] 
at universities across the country, each of which has their 
own regional networks of community, academic and health-
care partners; conducts its own research projects; and col-
laborates in cross-center workgroups. Throughout most of 
its 20-year history, CPCRN center projects and workgroups 
have included a focus on building community and health-
care partners’ capacity to implement EBIs, with capacity 
defined as the awareness, knowledge, skills, self-efficacy, 
motivation, and resources to adopt and implement EBIs [3]. 
In formative work, CPCRN members found that even when 
partners recognized the value of EBIs, few accessed EBI 
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resources on the CDC or National Cancer Institute (NCI) 
websites [4]. When partners did implement EBIs, they were 
less likely to implement those that targeted system-level 
change and therefore limiting the potential to have substan-
tial impact [5–7]. To address these gaps in capacity, CPCRN 
members reviewed the literature to identify effective capac-
ity-building strategies [3] and began to develop theory to 
guide capacity-building initiatives [8].

CPCRN’s capacity-building work is guided by the Inter-
active Systems Framework [9], which posits that three lev-
els of systems interact to promote and support EBI imple-
mentation. Synthesis and Translation systems summarize 
information about EBIs and disseminate them widely (e.g., 
NIH provides EBIs on its Evidence-Based Cancer Control 
Programs (EBCCP) website) [10]. Delivery systems adopt 
and implement those EBIs in practice (e.g., community clin-
ics adopt EBIs from EBCCP) [10]. Because delivery sys-
tems often lack capacity to implement new EBIs, a third 
level of systems—support systems—is needed to provide 
training and other support to build delivery system capacity. 
Although the CPCRN performs the functions of all three 
systems [11], in this paper we focus on the CPCRN’s role 
as a support system that works to build delivery system part-
ners’ capacity to select and implement EBIs. In this paper, 
we describe five strategies CPCRN has developed to close 
the gap in public health, clinical, and community partners’ 
capacity to implement cancer control EBIs. These strate-
gies include (1) mini-grant programs, (2) training, (3) online 
tools, (4) evidence academies, and (5) support for evalua-
tions of capacity-building efforts. We provide a brief his-
tory of the development and use of each strategy within and 
beyond CPCRN. We also provide illustrative case studies 
with lessons learned from across the network.

Methods

We conducted a narrative review of peer-reviewed publi-
cations and grey literature reports of CPCRN projects to 
develop histories, case studies, and lessons learned for each 
capacity-building strategy. Figure 1 provides an overview 
of each strategy, the mechanisms through which they affect 
capacity, and their proximal and distal outcomes.

CPCRN capacity‑building activities

Mini‑grants

Mini-grant programs provide monetary resources for com-
munity partners to incentivize and fund their efforts to 
implement EBIs [12]. At least six CPCRN centers have used 
mini grants to promote and support EBI implementation. 

Mini-grants programs involve the provision of funding 
(e.g., $10,000) to a community-based organization to sup-
port EBI selection and implementation, often coupled with 
community-engagement, training, technical assistance (TA), 
and support for evaluation [12]. Figure 2 illustrates the six 
steps common to mini-grant programs. The Emory CPCRN 
was among the first centers to use mini grants, using them 
to increase community-based organizations’ capacity to 
implement EBIs to address physical activity, healthy eating, 
tobacco control and other chronic disease prevention efforts 
since 2007. The first three cycles of the Emory mini grants 
focused on implementing EBIs on NCI’s EBCCP website 
[10]. The last round of the Emory mini grants (2012–14) 
shifted its emphasis to support the implementation of EBIs 
that focused on organizational policy and environmental 
change [13, 14]. Learning from Emory, CPCRN centers 
(Texas A&M, University of South Carolina, University 
of Texas, University of Washington, and the University of 
Colorado) have used mini grants ranging from $5,000 to 
$16,500 to support implementation of EBIs that addressed 
physical activity, health disparities, and cancer screening 
[12]. The University of Texas Health Science Center at 
Houston CPCRN used mini grants to address cancer-related 
health disparities, particularly among the Lantin(o/a/e). 
This included a mini-grant to the Cancer and Chronic Dis-
ease Consortium of El Paso (CCDC), a small community-
based organization that leveraged the experience supported 
through the mini-grant to then obtain a larger grant from 
the Cancer Prevention and Research Institute of Texas to 
adapt and implement an EBI for increasing breast and cer-
vical cancer screening among Latinas [15]. In addition to 
awarding mini grants, CPCRN centers (The University of 
Washington and the University of North Carolina) have 
partnered with mini-grant funders (e.g., Komen Foundation, 
State Health Department) and have provided training and TA 
to their grantees.

Case study: mini grants—South Carolina

The South Carolina Cancer Prevention and Control Research 
Network (SC-CPCRN) Mini-Grants Program, referred to 
as the Community Health Intervention Program (CHIP), 
began in 2011 and was modeled after Emory’s mini-grants 
program [12]. The purpose of CHIP is to address cancer-
related health disparities and reduce the cancer burden 
among vulnerable communities in South Carolina. In line 
with the first step in Fig. 2, the SC-CPCRN engaged its com-
munity and research advisory councils to design CHIP and 
reach out to community partners [16]. Grant recipients are 
expected to collaborate with a clinical partner such as Fed-
erally Qualified Health Centers (FQHCs) or free medical 
clinics. Most grants have focused on reducing disparities in 
African American communities [17]. The SC-CPCRN has 
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implemented three rounds of CHIP and provided eight mini-
grants to seven community organizations in seven counties 
(one organization received funding twice). Grantees were 
directed to the EBCCP website to select EBIs [10]. EBIs 
have focused on promoting healthful eating, physical activ-
ity, breast, cervical, prostate, and colorectal cancer screen-
ing, and health screenings more generally, including pro-
vision of COVID-19 testing and vaccines. CHIP provided 
training and TA to grantees as needed. Survey and other 
evaluation data collected from these community-led initia-
tives indicate that communities have experienced healthier 
diets, increased physical activity, improved cancer screening, 
and increased intentions to be screened for cancer following 
program implementation [12, 17–19]. Despite the potential 
for COVID-19 to be a barrier to implementation, most recent 

grantees (a rural health network and a faith-based organiza-
tion) recruited and engaged communities successfully due 
to outdoor and socially distanced programming. Although 
mini grants are typically one-year in length, many commu-
nity groups have sustained improvements through ongo-
ing partnerships with SC-CPCRN and, for some grantees, 
successful applications for additional funding through the 
statewide cancer alliance. Former grantees provide valuable 
support for SC-CPCPRN’s work by supporting new CHIP 
grant recipients, serving on the center’s community advisory 
council, and partnering on recruitment and dissemination 
for other health promotion focused initiatives. CHIP grant 
recipients have also co-published study results with the uni-
versity investigators and collaborated on community-based 
cancer prevention and control education [18, 19].

Fig. 1  Capacity-building strate-
gies, mechanisms of action, and 
outcomes
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Case study: mini grants—Colorado

The Colorado CPCRN started its mini-grant program in the 
current CPCRN funding cycle (2019–2024), building on the 
successful mini-grants programs at other network sites. The 
goal of the Colorado CPCRN’s local project is to increase 
the use of evidence-based cancer prevention and early detec-
tion approaches for individuals at high-risk for cancer, espe-
cially EBIs that increase the use of genetic testing and appro-
priate clinical management strategies as recommended by 
the Cancer Moonshot [20]. Colorado engaged a 16-member 
statewide community advisory board with representatives 
from rural and urban healthcare clinics, community-based 
organizations, third party payors, and public health agencies. 
With input from the advisory board, the call for proposals 
required inclusion of one or more of the following: new part-
nerships between community and provider organizations; 
approaches that build on local strengths and address local 
barriers; multi-level programs that combine activities at the 
patient, provider, and/or system-level; integration of fam-
ily history into other ongoing healthcare initiatives such as 
telehealth and patient navigation. Two organizations were 
funded at $10,000 each, and work is ongoing in this initial 
cycle. Both healthcare organizations are in rural and frontier 
areas of the state with unique population needs, with funds 
being used for activities across the evidence translation con-
tinuum, indicating that the program is supporting a range of 
capacity-building in under-resourced settings. One health-
care system early in the process of implementation is using 
the funds to conduct a records review to gather baseline data 
and begin collecting family history data using the USPSTF 
guidelines for hereditary breast and ovarian cancer [21]. The 
second clinic is using the funds to build on ongoing efforts 
and fully integrate family history into the electronic health 

records and support new workflows with patient navigation, 
with the goal of institutionalizing collection and use of fam-
ily history in routine care.

Training

During the 2004–2009 CPCRN cycle, investigators from 
eight centers participated in a Capacity-Building, Techni-
cal Assistance and Training (CBTAT) workgroup [1]. The 
workgroup’s focus was on understanding needs of local 
practitioners and community partners working in cancer 
control and building training and tools to help public health 
and clinical organizations use evidence-based practices. As a 
supplement to the mini-grants program described above, the 
CBTAT workgroup developed a training workshop, called 
Putting Public Health Evidence in Action (PPHEIA) that 
built the skills of funded recipients (community partners) 
in how to find, select and implement evidence-based pro-
grams [23]. At that time, there was limited training on how 
to implement EBIs in real-world practice and a great need 
for this knowledge and skill-building [24]. From 2009 to 
2014, the CBTAT workgroup focused on updating and tai-
loring the training for a variety of public health audiences. 
The members conducted national trainings for the public 
health workforce by providing workshops on PPHEIA at 
public health conferences such as American Public Health 
Association (Learning Institute), Society for Public Health 
Education (SOPHE), and National Association of County 
and City Health Officials (NACCHO). They also provided 
the training to local boards of health and national and 
regional ACS offices. In subsequent funding cycles, they 
have revised the training to include additional topics (e.g., 
quality improvement, and communications). The University 
of Washington Collaborating Center adapted the curriculum 
culturally and linguistically for Spanish speakers and has 
delivered the training to organizations with Spanish domi-
nant employees. The current version includes six modules 
(Fig. 3). Since 2004, CPCRN has delivered the training, 
nationally, approximately 25 times to over 1,200 attendees. 
The training is publicly available on the CPCRN website 
which contains links to recorded modules, slides, resources, 
and activities available for download (http:// cpcrn. org/ train 
ing) [22].

Training case study: putting public health evidence 
in action and the CPCRN scholars program

Launched in 2020, the CPCRN Scholars Program was cre-
ated with the goal of building the implementation science 
and practice workforce in cancer control. CPCRN invites 
faculty, graduate students, health professionals and com-
munity practitioners to apply to be part of the one-year pro-
gram during which they participate in trainings and engage 

1. Engage your 
community

2. Select an EBI 
focus

3. Solicit proposals4. Award mini 
grants 

5. Provide training 
and technical 

assistance 
6. Evaluate

Fig. 2  Mini-grant steps

http://cpcrn.org/training
http://cpcrn.org/training
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in a mentored project. As of September 2022, 37 scholars 
had participated in the program (Year 1 = 20; Year 2 = 17). 
Scholars select trainings they will participate in based on 
their current expertise and future goals. PPHEIA is one 
of the trainings offered to scholars. To adapt PPHEIA for 
delivery to a national cohort of scholars, CPCRN members 
enhanced it to include breakout rooms, polling, chat, and 
digital whiteboards (e.g., Google Jamboard) [25]. In the 
first year of the Scholars program, CPCRN members deliv-
ered PPHEIA live as a six-part webinar series via Zoom 
to CPCRN Scholars and other interested CPCRN partners. 
They recorded the six sessions and uploaded them to the 
CPCRN website [22] and YouTube channel [26] for future 
cohorts. Approximately 60 people attended each session. 
For each session, a range of 13–27 attendees responded to 
pre- and post-surveys to evaluate their satisfaction with the 
training and improvements in competencies related to each 
of the 20 learning objectives across the six sessions. For 
each of the 20 learning objectives, respondents reported that 
they had higher levels of confidence in their ability to per-
form the objectives after the training. Respondents to the 
PPHEIA evaluation survey requested improvements: addi-
tional examples, live demonstrations, and case studies from 
various settings and more time for discussions, time to prac-
tice new concepts, and time to spend in breakout sessions. 
The Scholars Planning Workgroup has already incorporated 
areas of improvements in the Scholars Program for future 
cohorts.

Online tools for advancing the use of cancer control 
EBIs

Based on experience collaborating with and training com-
munity and healthcare partners, CPCRN centers determined 
that finding and adapting EBIs remained a challenge for 

network partners even though some had training in these 
areas. Through funding from a National Cancer Institute 
R01 led by UTHealth and Emory University CPCRNs and 
including an Advisory Committee made up of investigators 
from several other CPCRN sites, the team developed IM 
ADAPT [27–29]. IM ADPAT is an online tool designed to 
help planners find evidenced-based interventions for can-
cer control and plan adaptations needed to fit within new 
populations and settings. The tool was developed with input 
from CPCRN community and healthcare partners and walks 
users through a process of documenting the needs of a new 
population and setting, finding an EBI with potential fit, ana-
lyzing the selected EBI to thoroughly understand it’s content 
and mechanisms of action, comparing the existing EBI with 
the needs of the new population and setting, and then mak-
ing plans for needed adaptations. Subsequently, based on IM 
ADAPT, the team developed a tool for clearly describing 
EBIs for planners who may want to either implement EBIs 
as intended, adapt them, or develop implementation strate-
gies for delivering them (EBI Mapping) [30]. EBI Mapping 
has also been used to describe the components and logic of 
existing CRC screening EBIs from NCI’s EBCCP website 
[10, 31].

Evidence academies (EA)

The Evidence Academy Conference Model was developed 
in 2010 to bring together researchers, health professionals, 
community members, and policy makers to share the lat-
est EBIs and plan for implementation at the local level. Dr. 
Cathy Melvin, Principal Investigator of the UNC-CPCRN, 
envisioned EAs as “a co-learning experience for a relatively 
small, well-defined network of individuals who represent 
different sectors but share a collective interest in a specific 
health priority” [32].

The Evidence Academy topics were initially focused on 
cancer prevention, screening, and treatment and were held 
in multiple regions across North Carolina. In 2012, the EA 
Model was adopted for HIV/AIDS, and subsequent topics 
included both chronic and infectious diseases. EAs have 
been held by a CPCRN Collaborating Center in Pennsyl-
vania, taken up by Clinical Translational Science Award 
grantees in North and South Carolina, and mostly recently 
sponsored by a large grant from the NIH through the RADx-
UP Initiative (Rapid Acceleration of Diagnostics in Under-
served Populations). The RADx-UP EA Model focuses 
on COVID-19, is national in scope, and held on a virtual 
platform. While the EA model has evolved over time, com-
mon elements remain (with a few exceptions for the national 
RADx-UP Evidence Academies) (Fig. 4). A timeline of EA 
events is displayed in Fig. 5.

Outside of these common elements, EA planners 
have made adaptations to the model to fit specific topics, 

Fig. 3  Framework for putting public health evidence in action
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community partners, audiences, and funding opportu-
nities. Early EAs in North Carolina were held in rotat-
ing locations across the state and offered CMEs/CEUs 
to encourage professional organizations to send their 
employees [32]. The Hypertension EA in North Carolina 
was the first to be funded by an external grant, which pro-
vided resources for implementation activities through a 
year-long Action Learning Cohort [33]. In Pennsylvania, 
the Food Access, Diet, and Obesity Prevention EA held a 
“Public Health Pitch” competition among students to pre-
sent their ideas on accelerating research and policy [34]. 
The nationwide RADx-UP EAs prioritize speakers from 

diverse racial/ethnic communities and all their materials 
are available in Spanish [35].

A common theme across evaluation results is that the 
EAs facilitated new partnerships and initiated collaborative 
projects based on the EBIs presented. The Action Learning 
Cohort created during the Hypertension EA produced an 
Empathy-Building Resource Guide for healthcare providers 
[33]. A group of attendees at a Prostate Cancer EA subse-
quently collaborated to obtain funding on prostate cancer 
disparities and community-engagement [34]. The CPCRN 
has leveraged the EA Model to increase local capacity for 
cancer prevention and control EBI implementation. Addi-
tionally, the model has served as a stimulus for other EA 
sponsors to create an inclusive space for academic and com-
munity members to learn from each other and participate 
equitably in the research translation process.

Evidence academies (EA) case study: reducing the burden 
of breast cancer

In 2010, the Comprehensive Cancer Control Collabora-
tive of North Carolina (4CNC) focused its inaugural EA 
in a rural five-county area in the northeastern part of the 
state. Referred to as “Area L”, this region is home to sev-
eral state-recognized American Indian Tribes and a large 
(over 50%) African American population [36]. Community 
partners were very interested in breast cancer as a topic 
because incidence and mortality rates were higher in Area 
L as compared to the state average [37]. Also, women from 
Area L participate in the Carolina Breast Cancer Study, a 
population-based case–control study launched in 1993 that 
is designed to identify causes of breast cancer among White 
and Black women. At the time of the EA, results had been 

Utilize local planning committee

•Keep events low cost; provide scholarships

•Invite Community-Based Organizations to 
serve as sponsors, collaborators, exhibitors

•Create and disseminate data briefs 

•Engage in policy discussions with local 
legislators

•Feature speakers from local community 
and universities

•Organize multi-level tracks (clinical, 
policy) 

•Emphasize implementation planning and 
local action

Fig. 4  Core components of evidence academies

Fig. 5  Timeline evidence acad-
emy events: 2010–2022
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released that highlighted the urgency of early diagnosis and 
treatment of the basal-like subtype of breast cancer among 
younger women, especially African American women. How-
ever, analysis of local data also demonstrated a significant 
breast cancer incidence and mortality gap between African 
American and White women over 40 living in Area L [38]. 
These results indicated a need to address disparities across 
the adult lifespan. The Area L planning committee wanted 
their community to hear about county-specific statistics, new 
treatments, genetic testing, and other cutting-edge topics so 
that local advocacy and service organizations could act upon 
the new information. The event took place in Tarboro, NC 
with 83 participants and 15 local and state non-profit exhibi-
tors. The keynote speaker was a breast cancer survivor who 
founded Sisters Network Triangle, a support organization for 
Black women with breast cancer. The day concluded with 
a full group discussion to identify themes and set priorities 
for future work. EA staff disseminated an evaluation form 
asking about participant satisfaction with various aspects of 
the event on a scale from 1 (strongly disagree) to 4 (strongly 
agree). Fifty attendees completed the evaluation, and the 
mean scores ranged from 3.37 to 3.59. Participants felt 
that the EA included opportunities for active learning and 
the information presented would be useful to their work, 
specifically:

•“Dissemination of evidence-based education and 
screening activities in the community”,
•“Methods to help patients have positive and trust-
building clinic visits”,
•“More aware of programs in rural areas”, and
•“Data regarding the statistics for eastern North Caro-
lina [and] creating an action plan”.

As described in Bridging Research, Practice, and Policy: 
The “Evidence Academy” Conference Model [32], 4CNC 
staff continued to engage with community after the event. 
A regional cancer coalition subsequently convened strate-
gic planning meetings to work on improving referral sys-
tems between counties and across the cancer care contin-
uum. Coalition members developed a cross-county patient 
resource manual. A follow-up conference was held on the 
topic of patient-provider communication in the context of 
rural, African American communities.

Evaluations of other support systems’ 
capacity‑building initiatives

CPCRN partners with several other support systems that 
provide training and other strategies to build practice-level 
capacity to implement EBIs. These support systems include 
state health departments, the American Cancer Society, and 
federal agencies, among others. These evaluations com-
monly build on the CDC’s framework for program evaluation 

(Fig. 6) and include the following components: (1) engage 
stakeholders, (2) describe the program, (3) focus evaluation 
design, (4) gather credible evidence, (5) justify conclusions, 
and (6) ensure use and share lessons [39]. In this section we 
present two case studies of CPCRN evaluations.

Evaluation case study: evaluation of the CDC’s colorectal 
cancer control program (CRCCP)

In 2009, the CDC Colorectal Cancer Control Program 
(CRCCP) awarded a 5-year cooperative agreement to 25 
states and four tribal organizations to increase population-
level CRC screening rates to 80% in participating states 
and tribes and, consequently, to reduce CRC incidence and 
mortality [40]. CPCRN partnered with CDC to evaluate 
awardees’ use of EBIs recommended in The Guide to Com-
munity Preventive Services [41]. A CPCRN workgroup, 
which included CDC’s Program Evaluation team, led devel-
opment and implementation of an annual CRCCP awardee 
survey to assess EBI implementation; this survey was one 
of several components of the CRCCP evaluation. Awardees 
increased their use of EBIs over time, and generally used 
more client-oriented than provider-oriented EBIs; awardees 
used more EBIs than their counterparts in states without 
CRCCP funding [5, 42, 43]. CRCCP evaluation findings 
led to significant changes in the program structure for the 
2015–2020 and 2020–2025 funding cycles [44]. CDC now 
requires all CRCCP awardees to partner with healthcare sys-
tems to implement EBIs; many of these partners are FQHCs 
serving populations experiencing health disparities and low 
screening rates. The CPCRN workgroup continues to partner 
with CDC to evaluate various aspects of CRCCP, such as 
implementation quality of mailed CRC fecal testing pro-
grams [45] and the uptake of EBIs and their association with 

1. Engage 
stakeholders

2. Describe 
the program

3. Focus 
evaluation 

design

4. Gather 
credible 
evidence

5. Justify 
conclusions

6. Ensure use 
and share 

lessons

Fig. 6  CDC’s framework for program evaluation in public health [39]
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change in CRC screening rates among participating primary 
care clinics [46, 47]. Over time, the scope of the partnership 
has grown to include other types of capacity-building activi-
ties. For example, they recently developed a toolkit to build 
awardees’ capacity to assess clinic readiness to implement 
EBIs and use the readiness data to plan implementation [48].

Evaluation case study: evaluation of the American cancer 
society’s quality improvement learning collaborative 
for colorectal cancer screening

In 2018, the North Carolina CPCRN (NC-CPCRN) part-
nered with the American Cancer Society (ACS) and the 
North Carolina Community Health Center Association 
(NCCHCA) to evaluate their quality improvement (QI) col-
laborative. The purpose of the collaborative was to increase 
nine FQHCs’ capacity to select and implement EBIs for CRC 
screening through the application of the Institute for Health 
Care Improvement’s QI methods [49]. Each FQHC identi-
fied a three-member implementation team that attended a 
two-day, face-to-face meeting, or “bootcamp” where ACS 
staff trained them in QI tools and CRC screening EBIs. 
ACS-based QI coaches then made monthly calls to support 
implementation teams as they applied QI tools to select and 
implement EBIs. 4CNC investigators collaborated with ACS 
and NCCHCA to design an evaluation plan with a focus on 
collaborative processes and outcomes, including improve-
ments in CRC screening rates. Results from this evaluation 
support the positive impact of the collaborative on FQHCs’ 
implementation capacity and CRC screening rates. All nine 
FQHCs completed four QI tools, and all implemented CRC 
screening EBIs (e.g., provider and patient reminders). The 
FQHCs observed an 8% increase in CRC screening rates 
in 2018 as compared to 2017. In a post-collaborative focus 
group, FQHC staff identified barriers and facilitators and 
illuminated areas for improvement of the collaborative, such 
as providing more time for peer learning and more support 
around building capacity to use electronic health record data 
to drive improvements. Lessons learned were shared back 
with clinic partners in the form of a data brief and were pub-
lished in a peer-reviewed manuscript [50]. The partnership 
built providing evaluation support forged opportunities for 
future collaborations, including a funded CDC CRCCP for 
North Carolina [40].

Conclusions

In these case studies, CPCRN has served primarily as a 
support system, assisting delivery systems through use of 
established capacity-building strategies, such as training, 
technical assistance, tools, peer networking, and funding 
(e.g., mini grants) [8, 51]. The CPCRN offers numerous 

lessons learned from their experience with the five strategies 
outlined in this paper (Table 1). The experiences presented 
here may be used by future support systems partnering with 
delivery systems to increase capacity to implement EBIs. 
Among those lessons emerge three themes, consistent with 
previous research: (1) community-engagement, (2) partner-
ships, and (3) co-learning at the levels of the centers, net-
work, and beyond [52].

Engagement with community partners at the onset and 
throughout the delivery of a capacity-building strategy is 
essential for success [53]. In the case of mini-grant pro-
grams, upfront community-engagement ensures that the pro-
gram meets the needs of its partners and that it is acceptable 
to them. When conducting trainings and hosting Evidence 
Academies, the intended audiences should be engaged in the 
preparation so that the content reflects their needs, work, and 
skill level. Most employees in many organizations serving 
immigrant communities are dominant in non-English lan-
guages. In addition, the UW CPCRN adaptation of PPHEIA 
curriculum and delivery among Spanish dominant partici-
pants demonstrates the increased needs for resources to be 
culturally sensitive and linguistically concordant to promote 
health equity.

Support systems conducting evaluations of delivery sys-
tems’ programs should engage both the delivery systems 
and their programs’ recipients in the evaluation design 
and implementation to ensure that their perspectives are 
included. The capacity-building strategies used by the 
CPCRN have resulted in partnerships that have grown and 
have been sustained beyond the project’s initial timeline. 
These partnerships have produced co-authored publications 
(e.g., SC-CPCRN CHIP), secured additional funding (e.g., 
UNC evaluation of ACS Learning Collaborative leading 
to funding of NC CRCCP), and developed new programs 
(e.g., the PPHEIA training comprising part of the CPCRN 
Scholars curriculum). Implementing capacity-building strat-
egies within a thematic network provides opportunities for 
co-learning, not just at the center and network levels, but 
beyond the network, as well.

The knowledge gained from the implementation of the 
Emory CPCRN’s initial mini-grant program informed 
the development of additional programs at collaborating 
centers in Texas, South Carolina and most recently, Colo-
rado. Similarly, the PPHEIA training was developed by 
the collaborating centers in the CBTAT workgroup, and 
later adapted and delivered by additional network centers 
and community partners external to CPCRN. The devel-
opment of online tools built on the network’s work on 
training. Last but far from least, the Evidence Academy 
model started with a focus on breast cancer at a CPCRN 
center in NC and its use has expanded to additional states, 
topics, and presently to national-level EAs on prominent 
issues such as the COVID-19 pandemic. Long-funded 
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thematic networks like the CPCRN can facilitate the trans-
fer of experiences across centers through activities like 
monthly steering committee meetings that feature local 
project activities, shared governance, and the gathering 
of case studies across sites. These activities support the 
diffusion and improvement of collective capacity-building 
efforts over time. Future efforts should be directed toward 
the collective evaluation of the impact these efforts have 
on community partners’ capacity to select, adapt, imple-
ment, and sustain EBIs. These future evaluations might 
include measures of the proximal and distal outcomes 
outlined in Fig. 1.

Lessons from the CPCRN’s experience with these five 
capacity-building strategies demonstrate the value of a the-
matic research network that has been sustained for twenty 
years and counting. The communities engaged, the last-
ing partnerships formed, and the co-learning across and 
beyond the network were possible in part due to the lon-
gevity and the reach of the CPCRN.
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Table 1  Summary of lessons learned across capacity-building activities

Mini Grants • Engage communities upfront to shape the application focus, disseminate the opportunity, and ensure that the process will be 
acceptable to and reach the intended groups

• Allow flexibility with timelines to allow organizations to apply and implement in accordance with their other planned expendi-
tures (i.e., “rolling applications”)

• Keep the scope of the program broad (e.g., allow for multiple types of cancers) to meet the needs of potential applicants
• Co-author publications and other products with grantees
• Support past grantees and established partnerships to secure funding needed to sustain work beyond the mini-grant’s timeline
• Invite previous grantees to serve on the community advisory council, assist with recruitment and dissemination, and offer sup-

port to new grantees
Training • Host live webinars that apply to your audience’s work

• Incorporate opportunities for attendees to interact with each other and instructors
• Offer support for publication, presentation, grant and other product development
• Provide clear expectations of mentorship roles in a training program
• Include multiple examples, live demonstrations, and case studies from various settings
• Schedule time for discussions, practice, and breakout sessions
• Provide culturally sensitive and language concordant resources for organizations with staff members that are not English lan-

guage dominant
Online Tools   • Define intervention and EBI terms

• Design for various levels of user expertise
• Include options for practitioners entering at different points in a process (e.g., needing to find an EBI vs already having one to 

adapt)
• Provide variety of helpful tools

Evidence 
Academies 
(EA)

• Engage a community advisory committee early in the process
• Allow time for planning (9–12 months)
• Provide local data on the EA topic in a format that is easy to read and understand
• Offer incentives for attendance such as low registration fees, scholarships, dynamic and well-known keynote speakers, and 

good, local food
• Include speaker panels with clinicians and their patients which often result in powerful stories
• Seek funding to support implementation of action items collected during the last session of the EA

Evaluations • Form partnerships early in the evaluation process to guide process evaluations and ensure partners’ preferences are incorporated 
into evaluation design

• Share evaluation results in multiple formats, with all partners
• Maintain partnerships beyond evaluation to collaborate on future projects
• Use evaluation findings to inform future research studies and projects
• Learn from others conducting similar evaluations



S54 Cancer Causes & Control (2023) 34:S45–S56

1 3

represent the official views of, nor an endorsement, by CDC/HHS, or 
the U.S. Government.

Data availability The datasets analyzed for this manuscript are avail-
able from the corresponding author on reasonable request.

Declarations 

Competing interest The authors have no relevant financial or non-
financial competing interests to disclose.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Ribisl KM, Fernandez ME, Friedman DB et al (2017) Impact of 
the cancer prevention and control research network: accelerating 
the translation of research into practice. Am J Prev Med 52(3 
Suppl 3):S233–S240. https:// doi. org/ 10. 1016/j. amepre. 2016. 08. 
026

 2. Centers for Disease Control and Prevention. Prevention Research 
Centers. Accessed September 28, 2022. https:// www. cdc. gov/ prc/ 
index. htm

 3. Leeman J, Calancie L, Hartman MA et al (2015) What strategies 
are used to build practitioners’ capacity to implement community-
based interventions and are they effective?: a systematic review. 
Implement Sci 10:80. https:// doi. org/ 10. 1186/ s13012- 015- 0272-7

 4. Hannon PA, Fernandez ME, Williams RS et al (2010) Cancer 
control planners’ perceptions and use of evidence-based programs. 
J Public Health Manag Pract 16(3):E1-8. https:// doi. org/ 10. 1097/ 
PHH. 0b013 e3181 b3a3b1

 5. Hannon PA, Maxwell AE, Escoffery C et al (2013) Colorectal 
cancer control program grantees’ use of evidence-based interven-
tions. Am J Prev Med 45(5):644–648. https:// doi. org/ 10. 1016/j. 
amepre. 2013. 06. 010

 6. Adams SA, Rohweder CL, Leeman J et al (2018) Use of evidence-
based interventions and implementation strategies to increase 
colorectal cancer screening in federally qualified health centers. 
J Commun Health 43(6):1044–1052. https:// doi. org/ 10. 1007/ 
s10900- 018- 0520-2

 7. Escoffery C, Hannon P, Maxwell AE et al (2015) Assessment of 
training and technical assistance needs of colorectal cancer control 
program grantees in the US. BMC Public Health 15:49. https:// 
doi. org/ 10. 1186/ s12889- 015- 1386-1

 8. Leeman J, Calancie L, Kegler MC et al (2017) Developing theory 
to guide building practitioners’ capacity to implement evidence-
based Interventions. Health Educ Behav 44(1):59–69. https:// doi. 
org/ 10. 1177/ 10901 98115 610572

 9. Wandersman A, Duffy J, Flaspohler P et al (2008) Bridging the 
gap between prevention research and practice: the interactive 
systems framework for dissemination and implementation. Am 

J Commun Psychol 41(3–4):171–181. https:// doi. org/ 10. 1007/ 
s10464- 008- 9174-z

 10. The National Cancer Institute. Evidence-Based Cancer Control 
Programs (EBCCP). Accessed September 15, 2022. https:// ebccp. 
cance rcont rol. cancer. gov/ index. do

 11. Fernández ME, Melvin CL, Leeman J et al (2014) The cancer 
prevention and control research network: an interactive systems 
approach to advancing cancer control implementation research 
and practice. Cancer Epidemiol Biomarkers Prev 23(11):2512–
2521. https:// doi. org/ 10. 1158/ 1055- 9965. EPI- 14- 0097

 12. Kegler MC, Carvalho ML, Ory M et al (2015) Use of mini-grant 
to disseminate evidence-based interventions for cancer prevention 
and control. J Public Health Manag Pract 21(5):487–495. https:// 
doi. org/ 10. 1097/ PHH. 00000 00000 000228

 13. Jacob Arriola KR, Hermstad A, St Clair Flemming S et  al 
(2016) Promoting policy and environmental change in faith-
based organizations: outcome evaluation of a mini-grants pro-
gram. Health Promot Pract. 17(1):146–155. https:// doi. org/ 10. 
1177/ 15248 39915 613027

 14. Arriola KRJ, Hermstad A, Flemming SSC et al (2017) Promot-
ing policy and environmental change in faith-based organiza-
tions: description and findings from a mini-grants program. Am 
J Health Promot 31(3):192–199. https:// doi. org/ 10. 4278/ ajhp. 
150212- QUAN- 724

 15. Savas LS, Atkinson JS, Figueroa-Solis E et al (2021) A lay 
health worker intervention to improve breast and cervical can-
cer screening among Latinas in El Paso, Texas: a randomized 
control trial. Prev Med 145:106446. https:// doi. org/ 10. 1016/j. 
ypmed. 2021. 106446

 16. Brunson A, Troy C, Noblet S, Hebert JR, Friedman DB (2022) 
Insights from research network collaborators on how to reach 
rural communities with cancer prevention and control programs. 
Commun Health Equity Res Policy. https:// doi. org/ 10. 1177/ 
02726 84X21 10653 18

 17. McCracken JL, Friedman DB, Brandt HM et al (2013) Find-
ings from the community health intervention program in South 
Carolina: implications for reducing cancer-related health dis-
parities. J Cancer Educ 28(3):412–419. https:// doi. org/ 10. 1007/ 
s13187- 013- 0479-8

 18. Friedman DB, Adams SA, Brandt HM et al (2019) Rise up, 
get tested, and live: an arts-based colorectal cancer educational 
program in a faith-based setting. J Cancer Educ 34(3):550–555. 
https:// doi. org/ 10. 1007/ s13187- 018- 1340-x

 19. Mathias W, Nichols KA, Golden-Wright J et al (2022) Imple-
mentation During a Pandemic: Findings, Successes, and Les-
sons Learned from Community Grantees. J Cancer Educ. 
https:// doi. org/ 10. 1007/ s13187- 022- 02213-4

 20. National Cancer Institute. Precision Prevention and Early 
Detection Working Group Recommendation .; 2016.

 21. US Preventive Services Task Force, Owens DK, Davidson KW 
et al (2019) Risk assessment, genetic counseling, and genetic 
testing for BRCA-related cancer: US preventive services task 
force recommendation statement. JAMA 322(7):652–665. 
https:// doi. org/ 10. 1001/ jama. 2019. 10987

 22. The Cancer Prevention and Control Research Network. Put-
ting Public Health Evidence in Action. Accessed 15 September 
2022. https:// cpcrn. org/ train ing

 23. Escoffery C, Carvalho M, Kegler MC (2012) Evaluation of 
the prevention programs that work curriculum to teach use of 
public health evidence to community practitioners. Health Pro-
mot Pract 13(5):707–715. https:// doi. org/ 10. 1177/ 15248 39912 
437787

 24. Baker EA, Brownson RC, Dreisinger M, McIntosh LD, Kara-
mehic-Muratovic A (2009) Examining the role of training in 
evidence-based public health: a qualitative study. Health Promot 
Pract 10(3):342–348. https:// doi. org/ 10. 1177/ 15248 39909 336649

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.amepre.2016.08.026
https://doi.org/10.1016/j.amepre.2016.08.026
https://www.cdc.gov/prc/index.htm
https://www.cdc.gov/prc/index.htm
https://doi.org/10.1186/s13012-015-0272-7
https://doi.org/10.1097/PHH.0b013e3181b3a3b1
https://doi.org/10.1097/PHH.0b013e3181b3a3b1
https://doi.org/10.1016/j.amepre.2013.06.010
https://doi.org/10.1016/j.amepre.2013.06.010
https://doi.org/10.1007/s10900-018-0520-2
https://doi.org/10.1007/s10900-018-0520-2
https://doi.org/10.1186/s12889-015-1386-1
https://doi.org/10.1186/s12889-015-1386-1
https://doi.org/10.1177/1090198115610572
https://doi.org/10.1177/1090198115610572
https://doi.org/10.1007/s10464-008-9174-z
https://doi.org/10.1007/s10464-008-9174-z
https://ebccp.cancercontrol.cancer.gov/index.do
https://ebccp.cancercontrol.cancer.gov/index.do
https://doi.org/10.1158/1055-9965.EPI-14-0097
https://doi.org/10.1097/PHH.0000000000000228
https://doi.org/10.1097/PHH.0000000000000228
https://doi.org/10.1177/1524839915613027
https://doi.org/10.1177/1524839915613027
https://doi.org/10.4278/ajhp.150212-QUAN-724
https://doi.org/10.4278/ajhp.150212-QUAN-724
https://doi.org/10.1016/j.ypmed.2021.106446
https://doi.org/10.1016/j.ypmed.2021.106446
https://doi.org/10.1177/0272684X211065318
https://doi.org/10.1177/0272684X211065318
https://doi.org/10.1007/s13187-013-0479-8
https://doi.org/10.1007/s13187-013-0479-8
https://doi.org/10.1007/s13187-018-1340-x
https://doi.org/10.1007/s13187-022-02213-4
https://doi.org/10.1001/jama.2019.10987
https://cpcrn.org/training
https://doi.org/10.1177/1524839912437787
https://doi.org/10.1177/1524839912437787
https://doi.org/10.1177/1524839909336649


S55Cancer Causes & Control (2023) 34:S45–S56 

1 3

 25. Google. Google Jamboard. Accessed 15 September 2022. https:// 
jambo ard. google. com/

 26. Cancer Prevention and Control Research Network. Cancer Preven-
tion and Control Research Network YouTube Channel. YouTube. 
17 June 2021. Accessed 15 September 2022. https:// www. youtu 
be. com/ chann el/ UCgWb 60Mqg 2ZJEv BLv0s MEug/ featu red

 27. Highfield L, Valerio MA, Fernandez ME, Eldridge-Bartholomew 
LK (2018) Development of an implementation intervention using 
intervention mapping to increase mammography among low-
income women. Front Public Health 6:300. https:// doi. org/ 10. 
3389/ fpubh. 2018. 00300

 28. Bartholomew Eldredge LK, Markham CM, Ruiter RAC, Fernán-
dez ME, Kok G, Parcel GS (eds) (2016) 4th edn. Jossey-Bass, San 
Francisco

 29. Fernández ME, Mullen PD, Hartman MA, Wood RJ, Escoffery 
CT, Bartholomew LW. IM Adapt Online: An Interactive tool for 
finding and adapting evidence-based cancer control programs. 
Presented at the: 22nd International Union for Health Promotion 
and Education (IUHPE) World Conference on Health Promotion; 
May 2016; Curtiba, Brazil.

 30. Walker TJ, Kohl HW, Bartholomew JB, Green C, Fernández 
ME (2022) Using Implementation mapping to develop and test 
an implementation strategy for active learning to promote physi-
cal activity in children: a feasibility study using a hybrid type 2 
design. Implement Sci Commun 3(1):26. https:// doi. org/ 10. 1186/ 
s43058- 022- 00271-9

 31. Szeszulski J, Craig DW, Walker TJ, Foster M, Mullen PD, Fer-
nandez ME (2022) Applying evidence-based intervention (EBI) 
mapping to identify the components and logic of colorectal can-
cer screening interventions. Transl Behav Med 12(2):304–323. 
https:// doi. org/ 10. 1093/ tbm/ ibab1 40

 32. Rohweder CL, Laping JL, Diehl SJ et al (2016) Bridging research, 
practice, and policy: the “evidence academy” conference model. 
J Public Health Manag Pract 22(2):200–203. https:// doi. org/ 10. 
1097/ PHH. 00000 00000 000230

 33. Young TL, Carter-Edwards L, Frerichs L et al (2021) Action 
learning cohort series: an innovative community-engaged 
approach for translating research into practice. Health Promot 
Pract 22(1):63–71. https:// doi. org/ 10. 1177/ 15248 39919 858592

 34. Glanz K, Green S, Avelis J, Melvin CL (2019) Putting evidence 
academies into action: prostate cancer, nutrition, and tobacco con-
trol science. Prev Med. 129S:105848. https:// doi. org/ 10. 1016/j. 
ypmed. 2019. 105848

 35. National Institutes of Health. COVID-19 Equity Evidence Acad-
emy. RADx-UP. Accessed 15 September 2022. https:// radx- up. 
org/ about/ events/ evide nce- acade my/

 36. US Census Bureau. State and County QuickFacts.; 2009.
 37. NC Central Cancer Registry. 2002–2006 Cancer Incidence Rates 

by County for Selected Sites, Per 100,000 Population, Age-
Adjusted to the 2000 US Census. .; 2009.

 38. NC Cancer Registry (2009). 2002–2006 Cancer Incidence Rates 
by County for Selected Sites, Per 100,000 Population, Age-
Adjusted to the 2000 US Census.

 39. The Centers for Disease Control and Prevention. Framework for 
Program Evaluation. Accessed 7 September 2022. https:// www. 
cdc. gov/ evalu ation/ frame work/ index. htm

 40. The Centers for Disease Control and Prevention. Colorectal Can-
cer Control Program (CRCCP). Accessed 15 September 2022. 
https:// www. cdc. gov/ cancer/ crccp/

 41. The United States Department of Health and Human Services. The 
Guide to Community Preventive Services. Accessed 15 September 
2022. https:// www. theco mmuni tygui de. org/

 42. Escoffery C, Fernandez ME, Vernon SW et al (2015) Patient navi-
gation in a colorectal cancer screening program. J Public Health 
Manag Pract 21(5):433–440. https:// doi. org/ 10. 1097/ PHH. 00000 
00000 000132

 43. Maxwell AE, Hannon PA, Escoffery C et al (2014) Promotion 
and provision of colorectal cancer screening: a comparison of 
colorectal cancer control program grantees and non-grantees, 
2011–2012. Prev Chronic Dis 11(10):E170. https:// doi. org/ 10. 
5888/ pcd11. 140183

 44. DeGroff A, Sharma K, Satsangi A et al (2018) Increasing colorec-
tal cancer screening in health care systems using evidence-based 
interventions. Prev Chronic Dis 15:E100. https:// doi. org/ 10. 5888/ 
pcd15. 180029

 45. Hohl SD. Implementing mailed colorectal cancer fecal screening 
tests in real-world primary care settings: promising implementa-
tion practices and opportunities for improvement. Manuscript in 
Revision. Published online 2022.

 46. Maxwell AE, DeGroff A, Hohl SD et al (2022) Evaluating uptake 
of evidence-based interventions in 355 clinics partnering with the 
colorectal cancer control program, 2015–2018. Prev Chronic Dis 
19:E26. https:// doi. org/ 10. 5888/ pcd19. 210258

 47. Sharma KP, DeGroff A, Maxwell AE, Cole AM, Escoffery NC, 
Hannon PA (2021) Evidence-based interventions and colorectal 
cancer screening rates: the colorectal cancer screening program, 
2015–2017. Am J Prev Med 61(3):402–409. https:// doi. org/ 10. 
1016/j. amepre. 2021. 03. 002

 48. Hohl SD, Melillo S, Vu TT et al (2022) Development of a field 
guide for assessing readiness to implement evidence-based cancer 
screening interventions in primary care clinics. Prev Chronic Dis 
19:E25. https:// doi. org/ 10. 5888/ pcd19. 210395

 49. Institute for Healthcare Improvement. Quality Improvement 
Essentials Toolkit. Accessed 7 September 2022. https:// www. ihi. 
org/ resou rces/ Pages/ Tools/ Quali ty- Impro vement- Essen tials- Toolk 
it. aspx

 50. Rohweder C, Wangen M, Black M et al (2019) Understanding 
quality improvement collaboratives through an implementation 
science lens. Prev Med. 129S:105859. https:// doi. org/ 10. 1016/j. 
ypmed. 2019. 105859

 51. Leeman J, Birken SA, Powell BJ, Rohweder C, Shea CM (2017) 
Beyond “implementation strategies”: classifying the full range of 
strategies used in implementation science and practice. Implement 
Sci 12(1):125. https:// doi. org/ 10. 1186/ s13012- 017- 0657-x

 52. Hacker K, Tendulkar SA, Rideout C et al (2012) Community 
capacity building and sustainability: outcomes of community-
based participatory research. Prog Commun Health Partnersh 
6(3):349–360. https:// doi. org/ 10. 1353/ cpr. 2012. 0048

 53. Ramanadhan S, Davis MM, Armstrong R et al (2018) Participa-
tory implementation science to increase the impact of evidence-
based cancer prevention and control. Cancer Causes Control 
29(3):363–369. https:// doi. org/ 10. 1007/ s10552- 018- 1008-1

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://jamboard.google.com/
https://jamboard.google.com/
https://www.youtube.com/channel/UCgWb60Mqg2ZJEvBLv0sMEug/featured
https://www.youtube.com/channel/UCgWb60Mqg2ZJEvBLv0sMEug/featured
https://doi.org/10.3389/fpubh.2018.00300
https://doi.org/10.3389/fpubh.2018.00300
https://doi.org/10.1186/s43058-022-00271-9
https://doi.org/10.1186/s43058-022-00271-9
https://doi.org/10.1093/tbm/ibab140
https://doi.org/10.1097/PHH.0000000000000230
https://doi.org/10.1097/PHH.0000000000000230
https://doi.org/10.1177/1524839919858592
https://doi.org/10.1016/j.ypmed.2019.105848
https://doi.org/10.1016/j.ypmed.2019.105848
https://radx-up.org/about/events/evidence-academy/
https://radx-up.org/about/events/evidence-academy/
https://www.cdc.gov/evaluation/framework/index.htm
https://www.cdc.gov/evaluation/framework/index.htm
https://www.cdc.gov/cancer/crccp/
https://www.thecommunityguide.org/
https://doi.org/10.1097/PHH.0000000000000132
https://doi.org/10.1097/PHH.0000000000000132
https://doi.org/10.5888/pcd11.140183
https://doi.org/10.5888/pcd11.140183
https://doi.org/10.5888/pcd15.180029
https://doi.org/10.5888/pcd15.180029
https://doi.org/10.5888/pcd19.210258
https://doi.org/10.1016/j.amepre.2021.03.002
https://doi.org/10.1016/j.amepre.2021.03.002
https://doi.org/10.5888/pcd19.210395
https://www.ihi.org/resources/Pages/Tools/Quality-Improvement-Essentials-Toolkit.aspx
https://www.ihi.org/resources/Pages/Tools/Quality-Improvement-Essentials-Toolkit.aspx
https://www.ihi.org/resources/Pages/Tools/Quality-Improvement-Essentials-Toolkit.aspx
https://doi.org/10.1016/j.ypmed.2019.105859
https://doi.org/10.1016/j.ypmed.2019.105859
https://doi.org/10.1186/s13012-017-0657-x
https://doi.org/10.1353/cpr.2012.0048
https://doi.org/10.1007/s10552-018-1008-1


S56 Cancer Causes & Control (2023) 34:S45–S56

1 3

Authors and Affiliations

Mary Wangen1  · Cam Escoffery2  · Maria E. Fernandez3  · Daniela B. Friedman4  · Peggy Hannon5  · 
Linda K. Ko5  · Annette E. Maxwell6  · Courtney Petagna2  · Betsy Risendal7  · Catherine Rohweder1  · 
Jennifer Leeman8 

 Cam Escoffery 
 cescoff@emory.edu

 Maria E. Fernandez 
 maria.e.fernandez@uth.tmc.edu

 Daniela B. Friedman 
 dfriedma@mailbox.sc.edu

 Peggy Hannon 
 peggyh@uw.edu

 Linda K. Ko 
 lindako@uw.edu

 Annette E. Maxwell 
 amaxwell@ucla.edu

 Courtney Petagna 
 courtney.n.petagna@emory.edu

 Betsy Risendal 
 betsy.risendal@cuanschutz.edu

 Catherine Rohweder 
 rohweder@email.unc.edu

 Jennifer Leeman 
 jleeman@email.unc.edu

1 Center for Health Promotion and Disease Prevention, The 
University of North Carolina at Chapel Hill, Chapel Hill, 
NC, USA

2 Rollins School of Public Health, Department of Behavioral 
Sciences and Health Education, Emory University, Atlanta, 
GA, USA

3 School of Public Health, The University of Texas Health 
Science Center at Houston, Health Promotion and Behavioral 
Sciences, Houston, TX, USA

4 Department of Health Promotion, Education, and Behavior, 
University of South Carolina, Arnold School of Public 
Health, Columbia, SC, USA

5 School of Public Health, Health Promotion Research Center, 
The University of Washington, Seattle, WA, USA

6 Los Angeles, Fielding School of Public Health 
and Jonsson, Comprehensive Cancer Center, Health Policy 
and Management, The University of California, Los Angeles, 
CA, USA

7 Colorado School of Public Health, Department 
of Community & Behavioral Health, The University 
of Colorado Denver Anschutz Medical Campus, Aurora, CO, 
USA

8 School of Nursing, The University of North Carolina 
at Chapel Hill, Chapel Hill, NC, USA

http://orcid.org/0000-0003-0780-1188
http://orcid.org/0000-0003-4445-009X
http://orcid.org/0000-0002-4820-821X
http://orcid.org/0000-0002-9359-093X
http://orcid.org/0000-0002-0922-5893
http://orcid.org/0000-0002-1090-6637
http://orcid.org/0000-0002-2334-8582
http://orcid.org/0000-0002-0754-257X
http://orcid.org/0000-0002-2222-6399
http://orcid.org/0000-0002-7684-9671
http://orcid.org/0000-0003-3130-8297

	Twenty years of capacity building across the cancer prevention and control research network
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	CPCRN capacity-building activities
	Mini-grants
	Case study: mini grants—South Carolina
	Case study: mini grants—Colorado

	Training
	Training case study: putting public health evidence in action and the CPCRN scholars program

	Online tools for advancing the use of cancer control EBIs
	Evidence academies (EA)
	Evidence academies (EA) case study: reducing the burden of breast cancer

	Evaluations of other support systems’ capacity-building initiatives
	Evaluation case study: evaluation of the CDC’s colorectal cancer control program (CRCCP)
	Evaluation case study: evaluation of the American cancer society’s quality improvement learning collaborative for colorectal cancer screening


	Conclusions
	Acknowledgements 
	References




