Central to most community-busedprograms is the goal of improving
the community’scapacity to address its own problems. Evaluating
changes in community capacity requires contextualized definitions that
(1) respectgeographic, political, academic, and community
perspectives and (2) inclusive evaluation approaches.
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Critical reflection and new opportunities for funding in the field of public
health have given rise to a number of partnership approaches to research
and practice (Israel, Schulz, Parker, and Becker, 1998). These approaches,
often referred to as community based, have called for increased attention to
the complex issues that compromise the health of people living in margin-
alized Communities; more integration of research and practice; greater com-
munity involvement and control; increased sensitivity to and competence
in working within diverse cultures; expanded use of both qualitative and
quantitative research methods; and more focus on health and quality of life
(Israel, Schulz, Parker, and Becker, 1998).

A central tenet of this emphasis on community-based public health research
and practice is the importance of building on and enhancing the strengths and
problem-solving capacity of communities as an objective of interventions aimed
at promoting health and preventing disease. This recognition of the importance
of community capacity for health promotion has a long tradition in public
health, with explication in the 1940sby South Africans Steuart and his col-
leagues Kark and Cassel (Trostle, 1986). In Steuart’s social change model,
increasing Community problem-solving capacity to address barriers to good
health is an objective that is as important as improving health status itself (Eng,
Salmon, and Mullan, 1992; Steckler, Dawson, Israel, and Eng, 1993; Steuart,
1993; Trostle, 1986). Despite recognition of the role of community capacity in
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health promotion, few attempts to evaluate changes in community capacity have
been reported in the literature.

This chapter describes key issues to consider in evaluating community
capacity based on four community-based health programs that have included
increasing community capacity or a related concept as one of the defined
objectives of their program and their subsequent evaluations. Two are pro-
grams in rural areas, and the other two are in large urban settings. Three of the
four programs target general health, and the fourth program focuses on
improving the health of women and children.

Definitions of Community Capacity

Despite recognition of the relationship of community capacity to health promo-
tion, there is no clear consensus on the operational definition of community capac-
ity. For example, community capacity is often used interchangeably with other,
similar concepts such as community competence (Cottrell, 1976; Eng and Parker,
1994; Goeppinger and Baglioni, 1985), sense of community (McMillan and
Chavis, 1986), and empowerment (Israel, Checkoway, Schulz, and Zimmerman,
1994; Wallerstein, 1992). Yet all three of these concepts differ from each other.
A competent community is defined as one in which the various parts of the com-
munity are able to collaborate effectively in identifying the problems and needs
of the community, can achieve a working consensus on goals and priorities, can
agree on ways and means to implement the agreed-on goal, and can collaborate
effectively in the required actions (Cottrell, 1976). Sense of community is defined
as opportunities in a community for membership, influence, mutual needs to be
met, and shared emotional ties and support. An empowered community is one in
which individuals and organizations collectively use their skills and resources to
meet their respective needs. Within an empowered community, there are oppor-
tunities for citizen participation in decision making and interaction between indi-
viduals and organizations. Through this participation and interaction, individuals
and organizations support each other, address conflicts within the community,
and gain influence and control over the quality of life in their community. An
empowered community has the ability to influence decisions and changes in the
larger social system (Israel, Checkoway, Schulz, and Zimmerman, 1994).
Given this lack of consensus on the definition of community capacity, the
Division of Chronic Disease Control and Community Intervention, Centers for
Disease Control and Prevention (CDC), convened a two-day symposium in
1995 as a process for further specifying and clarifying the dimensions that are
integral to community capacity (Goodman and others, 1998). The participants
represented a wide range of disciplines, including community health devel-
opment, health education, community psychology, epidemiology, anthropol-
ogy, political science, and sociology. At the symposium, participants engaged
in a series of facilitated discussions around the definition of community capac-
ity, and dimensions of community capacity were identified. Participants were
then assigned to work groups that corresponded to each dimension. Over the
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next few months, the work groups researched these dimensions, and their
findings were synthesized in an article describing and analyzing the dimen-
sions of community capacity. The dimensions delineated are citizen participa-
tion and leadership, skills, resources, social and interorganizational networks,
sense of community, understanding of community history, community power,
community values, and critical reflection (Goodman and others, 1998).

This definition encompasses many of the constructs others have used
in evaluating community capacity and related phenomena. For example,
elements of community empowerment can be found in the dimensions of
power, values, and critical reflection. In addition, sense of community is
listed as a dimension of community capacity (as opposed to its previous
conceptualization as a separate but related concept to community capacity).
Components of community competence are also included in the dimensions
of participation and leadership, skills, and social and interorganizational
networks.

This framework for community capacity highlights the challenge for eval-
uators in seeking a single definition and operationalization of community
capacity building, As Goodman and colleagues noted, the dimensions of com-
munity capacity in their framework are broad but not exhaustive, and capac-
ity is a construct that has different meanings in different contexts. Some
evaluators have suggested that the context of communities is so unique that
one operational definition of community capacity is not possible (Eng and
Parker, 1994). Others suggest that concepts such as community competence
and community empowerment are not dimensions or aspects of community
capacity (as suggested in the framework) but very different concepts, which
relate directly to the goals of the program or the context of the community in
which the program is implemented.

In short, the definition and operationalization of community capacity are
still evolving. The purpose of this chapter is not to resolve these defined issues
but rather to present examples of community-based health programs that have
assessed different dimensions of community capacity and to identify common
key lessons learned from each of these evaluation experiences. Each of the case
studies described here used a slightly different operationalization of commu-
nity capacity in evaluating program process, impact, and outcomes.

Case Examples of Evaluations of Programs Seeklnéto
Enhance Community Capacity

The following section describes the four community health projects and their
evaluations that serve as case studies for this chapter.

East Side Village Health Worker Partnership. This is a project of the
Detroit Community Academic Urban Research Center, funded by the CDC. Its
broad goal is to improve the health of women and children in the targeted area
within east side Detroit through the involvement of lay health advisers, referred
to as village health workers (VHWs) in this project (Parker, Schulz, Israel, and
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Hollis, 1998). A participatory action research approach is being used to ensure
that the lay health adviser model is adapted to the context and setting of this
particular urban area. The partnership involves an extensive evaluation
research component that uses a single case study design and a combination of
quantitative and qualitative data collection methods, including participant
observations and field notes of steering committee meetings, VHW training,
monthly meetings of VHWs and special events; a seven-hundred-household
face-to-face random sample community survey conducted in the first and fifth
years of the project; pre-and posttraining assessment of VHWSs; focus group
interviews with VHWs; in-depth interviews with VHWs, steering committee
members, community key informants, health department staff, and agency and
community-based organization staff; and documentation records by VHWs
and staff.

Aspects of community capacity assessed through the evaluation of the
VHW partnership include opportunity for participation, skills and resources
available to community members and lay health advisers involved with the
project; social and interorganizational networks; sense of community; com-
mitment to community; perceptions of organizational and community influ-
ence; and perceptions of shared values. To operationalize these aspects of
community capacity in the household survey, evaluators have included mea-
sures of a sense of community (McMillan and Chavis, 1986), empowerment
(Israel, Checkoway, Schulz, and Zimmerman’s perceived control scale, 1994),
community competence (items from Eng and Parker’s community compe-
tence scale, 1994, with items developed based on the work of Warren and
Warren, 1977), and social integration and informal social control (measured
with a four-item social integration scale and a four-item informal social con-
trol scale) (Sampson, Raudenbush, and Earls, 1997). In addition, respon-
dents in the qualitative in-depth interviews are asked about their perceptions
of the problem-solving capacity of their neighborhoods.

Partners for Improved Nutrition and Health (PINAH). This program
was implemented in 1988 as a five-year collaborative effort by the Freedom
from Hunger Foundation, the Mississippi State Department of Health, and the
Mississippi Cooperative Extension Agency. The project targeted communities
in three small towns in a county in the Mississippi delta. The three overall goals
were to improve the health-seeking behaviors of community residents, enhance
the problem-solving capacity of local relational communities, and improve out-
reach and referral patterns of local health and human service agencies. To
achieve these goals, PINAH staff recruited and trained lay health advisers from
the three communities in basic health information, counseling, and commu-
nity organization techniques (Eng and Parker, 1994).

The PINAH project also employed a participatory action research
approach to evaluation. Four structured data collection instruments were
developed to collect quantitative data to assess community competence, inter-
agency referrals, and two separate instruments on community health advisers’
(CHA) helping activities with the members of their social networks. Qualita-
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tive data collection methods included individual in-depth and focus group
interviews with community health advisers and service providers, parents,
teenagers, senior citizens, people helped by the lay health advisers, interagency
council members, community residents, respondents to the annual quantita-
tive community competence survey, and PINAH staff.

To assess community competence, PINAH evaluators used Cottrell’s com-
munity competence construct as a starting point to develop, with community
member input, a closed-ended questionnaire, This instrument included items
intending to measure Cottrell’s eight dimensions of community competence
(participation, articulateness, communication, self-other awareness, manage-
ment of relations with larger society, machinery for facilitating participant inter-
action, conflict containment and accommodation, and commitment) as well
as the added dimension of social support. Qualitative interviews also included
questions about perceived changes in these dimensions of community com-
petence.

In 1992, the W. K. Kellogg Foundation launched the four-year, $16 mil-
lion Community-Based Public Health Initiative (CBPH) in response to sug-
gestions outlined in the 1988 Institute of Medicine’s Report on the Future of
Public Health and to concerns about the growing disparity in health status
between the have and have-not communities. The CBPH initiative was
designed to strengthen linkages between public health education and public
health practice by forming formal partnerships among academia, health agen-
cies, and people in communities. To be eligible for the program, each site had
to form a consortium consisting of a school or an academic program of public
health, at least one other health professions school, one or more communities
with serious public health problems, and the local public health agencies of
these communities. North Carolina and Michigan were two of the seven
national sites funded through this initiative (Brownson, Riley, and Bruce,
1998).

North Carolina Community-Based Public Health Initiative (NC
CBPHI). The NC CBPHI consists of four separate county coalitions, each of
which is focusing project activities within a community in that county (Parker
and others, 1998; Eng and others, 1999). Members of each of the coalitions
include, at the minimum, representatives from the University of North Car-
olina Schools of Public Health and Medicine, the health department of that
county, at least one community-based organization, one primary health care
center, and representatives from the community with which the coalition is
working. Although the specific objectives of each of the four county coalitions
differ slightly in wording and in indicators, the coalitions share common
objectives:

To increase the problem-solving capacity of the relational community with
which the coalition is working

To improve the health status of minority and high-risk populations in selected
communities
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To increase the ability of agencies within that county to Work with the com-
munities they serve to bring about change

To establish an interorganizational network that will increase collaboration
among community service agencies, the university, and community mem-
bers to serve better the minority or high-risk populations in the communi-
ties with which the coalition is working

To improve the skills of School of Public Health faculty and students to work
with minority and high-risk populations

To recruit minority youth from the participating county into health-related
careers (Eng and others, 1999)

Evaluation of the NC CBPHI employed a multiple case study participa-
tory evaluation design with each county coalition, the overall consortium, and
academic partners serving as single cases. Evaluation reports for each of these
cases were generated at baseline, Year 2, Year 3, and Year 4 of the project (the
final funded year from the Kellogg Foundation). Data sources for these reports
included annual in-depth qualitative interviews with coalition members (an
average of forty interviews per year for the four coalitions), participant obser-
vations of coalition meetings and sponsored events (an average of sixty events
across the four coalitions each year), a review of coalition documents, and a
health agency survey and survey of School of Public Health faculty that were
administered in Years 2 and 4 of the project.

 To assess changes in community capacity, the NC CBPHI evaluation
focused primarily on changes in the ability of the community partners to par-
ticipate as full partners in all coalition decisions and activities and to be rec-
ognized as equal partners by agency and university coalition partners. For
example, the evaluation sought to measure the extent to which community
partners were not only at the table but played a key role in driving the goals,
objectives, and activities of the coalitions. The evaluation also sought to mea-
sure changes in community competence in the communities that were the
focus of coalition activities. Qualitative in-depth interviews and focus groups
were primarily used to evaluate changes in these aspects of community capac-
ity and community competence. Questions for the interview guides in these
interviews were developed based on criteria and indicators jointly developed
by the coalition members.

Broome Team of Genesee County, Michigan Community-Based Public
Health. The Community-Based Public Health Initiative in Michigan focused
activities in Detroit and Flint, Michigan, and was called the Detroit-Genesee
County Community-Based Public Health Consortium. The partners in Flint
named themselves the Broome Team, in honor of a community leader who had
been involved in the early planning of the CBPH initiative in Flint. Here we focus
on the evaluation activities of the Broome Team.

Broome Team partners included representatives from the University of
Michigan School of Public Health and the Health Professions and Studies
School at the University of Michigan, Flint; the Genesee County Health Depart-
ment; and the following community-based organizations: Flint Odyssey House,
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Genesee Area Skill Center, Genesee County Community Action Agency, Flint
Area Community Economic Development, and Flint Neighborhood Coalition.
The two main goals of the Broome Team were to strengthen public health edu-
cation and practice by linking academic and agency professionals with people
from vulnerable neighborhoods and to promote the publics health by enhanc-
ing the capacity of community members and community-based organizations.
Broome Team used the following evaluation methods:

* Closed-ended questionnaires focusing on the process of the Broome Team
meetings

 Monthly reporting forms completed by each of the organizations involved
in the Broome Team to document their activities

* A survey of health center staff members conducted in October 1994

* Focus groups conducted with community members who worked with four
of the six community based organizations (CBOs) involved with the Broome
Team

* Field notes taken at the monthly Broome Team meetings

* In-depth interviews with Broome Team members in Years 1 and 4 of the
project

* Follow-up conversations with members of the Broome Team regarding their
activities and the relevance of those activities to the goals and objectives of
the Broome Team as a whole

In addition, evaluation activities focusing on the School of Public Health,
a major partner in the Broome Team, consisted of a faculty survey, field notes
at meetings of the community-based public health committee within the
school, focus groups with students, a student survey, and in-depth interviews
with faculty and students who participated in CBPH activities.

Within the Broome Team, the dimensions of community capacity that
were included in the evaluation were citizen participation and leadership;
group process (including processes for decision making, resolving differences
of opinion, and building trust); participant interaction; decision-making auton-
omy of organizational representatives to the Broome Team; history with the
collaborative group; and perceptions of influences at the individual and orga-
nizational levels. These dimensions include aspects of Cottrell’s eight dimen-
sions of community competence (Cottrell, 1976), Israel and colleagues’
community empowerment (Israel, Checkoway, Schulz, and Zimmerman,
1994), as well as issues identified within the group itself as important aspects
of community capacity. Results from the evaluation efforts were used as process
indicators within the group and served as discussion tools for members of the
Broome Team to examine and address issues related to their collaborative
efforts. Over time, these evaluation tools documented evolutions in trust
among group members, differences in history with the group (for example,
which organizations were able to sustain ongoing involvement with the col-
laborative and which had less sustained or consistent representation), and dif-
ferences in perceived decision-making influence within the collaborative body.
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Key Issues to Consider in Evaluating Community
Capacity

The key issues we present are based on our experience with the evaluations of
the four community-based health projects just described. Although these prin-
ciples and methods are presented as distinct items, they are interrelated, and
the order in which they are presented is not meant to suggest a ranking of their
importance. Finally, we discuss these issues within the context of advocating
for the use of multiple types of evaluation activities (process, impact, outcome,
and context) when evaluating health promotion programs seeking to enhance
community capacity (Israel and others, 1995).

*Evaluation of community capacity should use a broad definition of community
that includes political and power considerations as well as the geographic boundaries
and relationships of the community. A crucial question facing evaluators of pro-
grams attempting to increase community capacity is defining the community,
Definitions of community can focus on one or all of the following: geographic
elements (an aggregate of individuals residing in a particular place), relational
elements (the functions of ties among organizations, neighborhoods, families,
and friends), or political elements (the coming together of people to set a polit-
ical dynamic in motion to transform and act on issues they face) (Heller, 1989;
Israel, Checkoway, Schulz, and Zimmerman, 1994; Labonte, 1989; McKnight,
1991). Often programs focus on the first definition of community without con-
sidering the second two definitions. Yet consideration of all three of these ele-
ments of community can improve understanding of the key factors to focus on
in seeking to increase community capacity and evaluate those increases.

Recognition of the political dynamics of a community is especially crucial
in community interventions in socially and economically marginalized com-
munities. In operationalizing community capacity, consideration of the polit-
ical dynamics of that community and how these dynamics affect the health and
well-being of those persons involved in the intervention may be particularly
useful in identifying the targets of change that the program activities will focus
on. For example, in work done with rural communities in Mississippi and
North Carolina through the PINAH and CBPHI projects, community residents
identified the quality of and access to services as well as access to community
facilities as key facilitating factors in enhancing a community’s capacity (Parker
and Eng, 1995). These residents saw both the quality of services offered and
the limited access to services and facilities as grounded in a lack of political
clout among these community members and fear of racial integration by the
political office-holders in these communities. The PINAH evaluation thus
included changes in community service delivery agencies and institutions as
part of the desired project outcome of enhanced community competence. To
explore these desired changes, qualitative interviews included questions about
client satisfaction, access to care, and perceived organizational change in health
and social service agencies and questions about changes in the relationships
between community members and the power holders within these institutions,
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agencies, and local government. These questions sought to document changes
in the political relationships within the community. Qualitative evaluation data
suggested that the community health advisers of the PINAH program had con-
tributed to improvements in service accessibility in two of the intervention
communities and increased service availability, quality of services, and service
utilization in the third intervention community. In addition, these data suggest
that relationships between the community members and agency personnel
were improved through the work of the community health advisers (CHAs).
Respondents attributed the improvement in the quality of services as a result
of feedback to agencies from the CHAs about client satisfaction as well as the
extent to which community needs were met. In addition, the CHAs described
increases in their ability to make changes in the agencies and institutions in
their communities and cited examples where their actions had resulted in
improved changes in service agencies.

In addition to influencing relationships between community institutions
and communities with which they are working, political dynamics may also
affect an evaluator’ relationships with community members (Israel, Schulz,
Parker, and Becker, 1998). Often socially and economically marginalized com-
munities have not had the power to name or define their own experience in
past research and evaluation activities. Recognition and acknowledgment of
the inequalities between the evaluator and community participants and how
these inequalities among community members may shape their participation
and influence in program and evaluation activities will be useful for the eval-
uator in soliciting participation from community members (Israel, Schulz,
Parker, and Becker, 1998). By including political dynamics in the definition of
community, the evaluator is able to examine the extent to which influence is
shared among health professionals and community members in defining solu-
tions to community health concerns (Eng and Parker, 1994).

In considering the various definitions of a community in health program
planning and evaluation, Steuart’s conceptualization of units of identity and solu-
tion can be extremely useful. In Steuart’s schema (1993), there are units of iden-
tity (units with which individuals feel themselves to be associated, such as
relational communities) and units of solution (defined as units appropriate or
essential for the solution of particular problems). Communities of identity may
be centered on a defined geographic neighborhood or a geographically dispersed
ethnic group with a sense of common identity and shared fate (Israel, Schulz,
Parker, and Becker, 1998). For example, neighborhoods may be units of iden-
tity if the residents feel a sense of connection and belonging with each other,
share needs and aspirations, and experience similar conditions. In any geo-
graphically defined city or county, there are likely to be many units of identity.
These units of identity are potential units of solution if the members work
together in collective problem solving. In addition, for the purposes of commu-
nity problem solving, different units of identity may need to come together to
form units of solution: that is, many units of identity may need to come together,
pooling resources to forge a common solution to a problem or concern that they
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all share. For evaluators of community-based health programs seeking to increase
community problem-solving capacity, this distinction means consideration of a
community as more than a geographical entity. Identifying the units of identity
of the community members involved in an intervention can allow the evaluator
to track how these units of identity become units of solution and what partner-
ships have been formed among the various units of identity to become units of
solution.

An example of consideration of both the relational elements and the polit-
ical dynamics of a community in assessing units of identify and solution can
be found in the East Side Village Health Worker Partnership. In this project,
extensive consideration has been given to the historical and political context
as well as the internal organization of the intervention area. Evaluators noted
both strengths and challenges of the intervention area tied to historical events
and political context (Parker, Schulz, Israel, and Hollis, 1998). For example,
Detroit has traditionally had a large number of single-family households
(which could serve as a base for a neighborhood organizing strategy), a history
of union and neighborhood organizing, and relatively positive relationships
between police and community residents on the east side since the 1970s. Yet
Detroit also experiences challenges facing other urban areas, such as past racial
tensions and out-migration of population and businesses. Consideration of
these broad historical and political factors allowed the evaluators to understand
the history and context within which the intervention developed and to exam-
ine the evaluation results, including changes in community capacity, in the
light of these historical factors.

In addition, to ascertain how a carved-out geographical intervention area
corresponded to the internal organization of the area, evaluation staft sought
input from the Partnerships’ Steering Committee (comprising community-based
organization and agency representatives) and also conducted key informant
interviews with community members. In these interviews, respondents were
asked about their conceptualizations and perceived boundaries of their com-
munity, functions of their community, strengths and problems of their commu-
nity, helping patterns, and history of communal activities. The results of these
interviews indicated that residents described their neighborhoods as units of
identity, spoke of strong neighborhood-based relationships, and described active
block clubs, agency services, churches, and individuals. Respondents also iden-
tified neighborhood concerns such as drug dealers, lack of parenting skills, lack
of supervised activities for children and youth, and violence.

From this information, evaluators, working with program participants,
were able to identify existing units of identity and potential units of solution
within the intervention area from which the program could build on in trying
to strengthen community capacity. In addition, they were able to identify lim-
its of the evaluation design, which focused on a geographic community with
an imperfect match with communities of identity and solution. In doing so,
the evaluators and community partners can examine the implications of these
differences for the evaluation and intervention design, and discuss potential



EVALUATING PROGRAMS THAT SEEK TO INCREASE COMMUNITY CAPACITY 47

actions to strengthen the ability of the evaluation to document changes brought

about through the intervention.

e Evaluators working in community settings should define community capacity
through the blending of academic and community conceptualizations. Although
there is no clear consensus on the conceptual or operational definition of
community capacity, there are several similar constructs to community
capacity, such as community competence (Cottrell, 1976; Eng and Parker,
1994), sense of community (McMillan and Chavis, 1986), and community
empowerment (Wallerstein, 1992; Israel, Checkoway, Schulz, and Zimmer-
man, 1994). Each of the case examples in this chapter has used elements of
these constructs in the operating definition of community capacity. In addi-
tion, to include consideration of the context of the community in which the
program is operating, evaluators in each of these examples sought input
from community members in confirming (and, if necessary, refining) their
definitions of community capacity based on these constructs. Two examples
of ways to engage the community in creating a context-specific definition of
community capacity can be found in the PINAH project and the East Side
Village Health Worker Partnership. '

For the PINAH project, evaluators used Cottrell’s framework on commu-
nity competence as the basis to operationalize community capacity. To ensure
a directly relevant definition of community competence, PINAH staff con-
ducted two separate half-day workshops with two different community groups.
The first group was the local Interagency Council, with representatives from
all health and human service agencies in the county. The second group was a
local community-based organization of African American leaders that emerged
during the civil rights movement. In both workshops, PINAH staff led partic-
ipants through a structured group exercise to arrive at a consensus on the char-
acteristics they would look for to decide if a community “can get it together”
(participants’ term to describe community competence). The two groups gen-
erated twenty-three traits of a community that “could get it together.” Staff then
compared these twenty-three traits against Cottrell’s eight dimensions of com-
munity competence, clustering those that corresponded to one of the dimen-
sions and creating new dimensions from the remaining characteristics. The
conclusion was that the twenty-three traits represented four dimensions of
community competence—only three of Cottrell’s eight dimensions and an
additional dimension of social support. Because evaluation staff had no empir-
ical basis for eliminating any of the dimensions (the five dimensions from the
literature that were not mentioned by the service providers and community
leaders and the new dimension of social support that was contributed by
them), the evaluation took the more conservative decision of including all nine
dimensions in the development of the community competence questionnaire
(Eng and Parker, 1994). This questionnaire was then administered to key
informants in each of the three communities.

Results of the baseline and three subsequent years of questionnaire admin-
istration supported Cottrell’s assertion that community competence is a multidi-
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mensional construct. For example, although one of the three communities
showed overall gains in the dimensions of participation, social support, commit-
ment, and management of relations with the wider society, it saw no change in
conflict containment and accommodation, articulateness, and self-other aware-
ness. Results of the questionnaire administration also raised questions for the eval-
uators about the ability to capture community competence in a close-ended
questionnaire accurately. From the qualitative interview data collected, the eval-
uation staff learned much about the context of the communities in which com-
munity competence was being measured. For example, in the qualitative data,
many respondents spoke about racial conflict in some of the communities and
how racism affected these communities’ ability to solve problems around health
and social issues. Because of the closed-ended nature of the questions asked on
the questionnaire, none of these key findings arose in the questionnaire data.

In the East Side Village Health Worker Project, project staft developed an
initial conceptual framework based on the stress literature of Israel and her col-
leagues (Israel, Checkoway, Schulz, and Zimmerman, 1994; House, 1981; Katz
and Kahn, 1978). This framework postulates that stressors in an individual’s
environment contribute to an increase in perceived stress in the individual.
This increase in perceived stress can then result in short-term responses to
stress and strains that may contribute to enduring adverse health outcomes. In
this case, the focus was on stressors that affected the health of women and chil-
dren. Of importance in this conceptual model is the role of conditioning vari-
ables: individual and situational characteristics that can affect the process
through which stressors are experienced as stressful and can affect the rela-
tionship of stressors to health outcomes. Conditioning variables can have a
direct relationship to health status, a positive impact on health by buffering the
effect of stress, a negative impact by amplifying its effect, or a neutral role.
Among the conditioning variables in this conceptual framework of relevance
to this discussion are community capacity, community empowerment, social
support, accessible services, and existing local, state, and national policies.

To elaborate this framework for the context of the intervention area, proj-
ect staff sought the input of the steering committee in identifying stressors and
conditioning variables present in the East Side. University partners facilitated
a group exercise with the steering committee in which members were asked to
identify sources of stress for women who care for children on the East Side
(stressors), how people feel and respond to these sources of stress (short-term
responses to stress), what occurs if these stressors continue over a long time
period (enduring health outcomes), and what the factors are that can keep
these stressors from having a negative effect on people’s lives (conditioning
variables). The steering committee generated a list of forty-nine stressors and
twenty-five conditioning variables (Schulz and others, 1998). This informa-
tion was then used as a basis for developing a 350-item survey questionnaire.
When conditioning variables identified by the steering committee members
were similar to those identified in the literature (for example, sense of com-
munity, sense of control, neighbors helping neighbors), evaluation staff used
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already-existing items from these constructs. For the conditioning variables

and stressors identified by the steering committee members with no similar

constructs in the literature, evaluation staff developed new questionnaire items.

Thus, evaluation staff blended knowledge from the literature with knowledge

of community members to create a measurement tool that captures the con-

text of East Side Detroit.

* Evaluators should use evaluation approaches that enhance community capacity.
Evaluation methods for a program intending to increase community capac-
ity should not contradict or interfere with the goals and values of the
stated purpose (Eng and Parker, 1994). The choice of methods and
process should facilitate the reciprocal transfer of knowledge, skills, capac-
ity, and power (Israel, Schulz, Parker, and Becker, 1998). Methods that are
participatory in nature and allow for the transfer of knowledge and skills
between the evaluators and the program beneficiaries are encouraged.
Evaluators need to give explicit attention to the knowledge of community
members and emphasize sharing information, decision-making power,
resources, and support among members of the intervention partnership
(Israel, Schulz, Parker, and Becker, 1998). Fortunately, evaluators hoping
to use a more participatory approach have a large literature spanning the
social sciences that has examined approaches to research in which partic-
ipants are actively involved in all aspects of the research process. Exam-
ples from this literature include participatory research, participatory action
research, action research, action science/inquiry, cooperative inquiry, fem-
inist research, participatory evaluation, and empowerment evaluation
(Israel, Schulz, Parker, and Becker, 1998). Common elements of these
approaches include the integration of knowledge and action for the mutual
benefit of all partners in the evaluation process and conducting evaluation
activities in a way that promotes a co-learning and empowering process
for the intended program participants (Israel, Schulz, Parker, and Becker,
1998). For evaluators, this may mean offering technical assistance to coali-
tion members on evaluation and other skills. For example, in the East Side
Village Health Worker Partnership, academic partners responsible for the
evaluation responded to community requests to conduct workshops on
grant writing, meeting facilitation, and questionnaire interviewing for com-
munity-based organizations involved in the project.

o Active involvement of community members and service providers as partners is
crucial in all components of the evaluation process. A key component of any
evaluation seeking to measure community capacity or related concepts is the
involvement of community members and service providers in all phases of
the evaluation process, including the development of the initial evaluation
plan, the conceptualization of community capacity, development of instru-
ments and interview guides, and analysis and interpretation of the data
(Israel, Schulz, Parker, and Becker, 1998; Fetterman, 1994).

Although finding ways to involve community members in these processes
may be challenging at times due, for example, to project outcomes stipulated
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at the time of funding or short time lines, involvement of project beneficiaries
in identifying what is to be evaluated and how it will be evaluated can enhance
the quality of the evaluation itself, as well as serve as a capacity-building exer-
cise for all partners involved in the project. The North Carolina Community-
Based Public Health Initiative evaluation was able to involve community
partners in the development of the evaluation plans. Much of the first year of
the project was devoted to developing the evaluation plans for each of these
coalitions. The evaluation staff undertook twenty-two individual in-depth
interviews and eight focus group interviews with members of each of the four
coalitions. A semistructured interview guide was used, and respondents were
asked “what they envisioned happening in the next four years as a result of the
project” and “what would be the indicators to know that this change had hap-
pened.” Results of the interviews were analyzed, and evaluation questions and
indicators were identified from these interviews. Examples of indicators for
one of the county coalition plans include number of registered and active vot-
ers, number of activities that health advisers are engaged in, number of agency
employees undergoing cross-cultural competency training, and number of res-
idents participating in community activities. Other indicator criteria were
much more qualitative in nature, such as: “process is present for facilitating
input from all community members in decision-making,” “agencies give pri-
ority to problems identified by community,” and “presence of organized minor-
ity health programs in health agencies.”

Involving community members in the development of items for survey
instruments is another important way to involve them in the evaluation
process. In the East Side Village Health Worker Partnership, the steering com-
mittee was involved not only in identifying the stressors and conditioning
variables used to create many of the items in the survey questionnaire, but
also in decisions about the criteria to determine respondents; the recruitment,
hiring, and payment of interviewers; and review of the survey instrument to
suggest items to be added and deleted. (See Schulz and others, 1998, for a
more detailed description of the process of developing and conducting the
evaluation survey.) '

One strategy for addressing the challenges of participation of all partners
in the evaluation process is the joint development of some type of memoran-
dum of understanding (Israel, Schulz, Parker, and Becker, 1998). For exam-
ple, in both the East Side Village Health Worker Partnership and the Broome
Team evaluations, a set of community-based public health research principles
was adopted by all partners (Parker, Schulz, Israel, and Hollis, 1998; Schulz
and others, 1998). The principles in use by the East Side Village Health Worker
Partnership were adapted from ones earlier developed by the Detroit—Genesee
County Community-Based Public Health Consortium (Schulz, Israel, Selig,
and Bayer, 1998). They serve as guidelines to ensure that all research activities
benefit the community and actively involve representatives of community-
based organizations, public health agencies, health care organizations, and edu-
cational institutions in all major phases of the research process.
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* The use of both qudlitative and quantitative methods is important. Given the aims
and the dynamic context within which community-based evaluation is con-
ducted, methodological flexibility is essential; that is, the methods must be tai-
lored to the purpose of the research and the context and interests of the
community (Israel, Schulz, Parker, and Becker, 1998). One way to achieve this
flexibility is through the use of both qualitative and quantitative methods. All
four of the case examples described employ both types of data collection in
their evaluation activities. Thus, these evaluations have been better able to cap-
ture the context and process, as well as the outcomes, of the interventions they
are evaluating. For example, the PINAH project originally did not intend to col-
lect qualitative data as part of the evaluation activities. But in Year 3 of the pro-
ject, evaluators identified the need to incorporate qualitative interviews with
residents, elected officials, community health advisers, providers, and project
staff in order to amplify these respondents’ perceptions and reactions about
changes observed over the first four years of the project and to explain the level
and direction of changes in community competence associated with the quan-
titative measures of health behaviors (such as service utilization) and agency
collaboration (such as the pattern of referrals with community-based organi-
zations) (Eng and Parker, 1994).

* A strong community-based evaluator will monitor participation in the evaluation
process. Evaluations of capacity-building efforts can also contribute to moni-
toring, self-reflection, and modifications when necessary in the processes
through which coalition members are working together. For example, a key
component of the Broome Team evaluation was the development and use of
the Broome Team Process Questionnaire. This instrument (adapted from an
instrument developed by Israel, Schurman, Hugentobler, and House, 1992)
was used to monitor collaboration among the members of the Broome Team
coalition. Questions on the survey instrument asked respondents to assess
their perceptions of ownership in the project, their own participation and that
of others, the extent to which they felt they had influence in discussions and
decision-making processes, the ability of the team to make effective decisions,
and the extent to which team members felt that the Broome Team was effec-
tive in working toward change in their communities (Schulz, 1995).

Through the use of this instrument, the evaluator was able to assess how
well the participatory principles of the project and the evaluation were being
followed. Results from this survey were brought back to the Broome Team each
year, and meeting time was set aside to discuss the results. Specific results from
these assessments (reported in more detail in Schulz, 1995) were generally.
favorable in terms of team members’ perceptions of trust and efficacy in work-
ing together. However, results were perhaps most useful as a process evalua-
tion instrument that provided a catalyst for discussion among Broome Team
members when presented as trend data, comparing results over time.

e Timely and appropriate feedback of data to all partners throughout the project is
necessary for a community-based evaluation to be successful. Israel, Schulz,
Parker, and Becker (1998) note that “community-based research seeks to
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disseminate findings and knowledge gained to all partners involved, in lan-
guage that is understandable and respectful” (p. 180). Evaluations of com-
munity-based public health programs seeking to enhance community
capacity need to do the same. Feedback of the evaluation data allows the
evaluator to fulfill the requirement to be participatory in the evaluation
approach. It also allows community members and service providers to dis-
cuss and interpret the evaluation data, a process that not only increases the
capacity of all partners in the project but also enriches the understanding of
the implications of the data results. :

In the Broome Team evaluation, data from the evaluation were fed back
to the team annually. Team members became engaged in the evaluation process
and actively participated in discussion and interpretation of the data. As trend
data became available (in Years 3 and 4 of the project), Broome Team mem-
bers observed and discussed patterns in the data and used these to reflect on
their own group process. For example, one year showed a drop in the gener-
ally high levels of trust reported among team members. In discussing this
trend, the members identified a conflict that had emerged among members of
the team in a different context, which then contributed to decreased trust
within the team. Participants were able to discuss and problem-solve around
this issue, and move forward in their working relationships as a result.

Future Directions

New conceptualizations of community capacity (Goodman and others, 1998;
Parker and Eng, 1995) provide additional guidance for operationalizing com-
munity capacity for program and evaluation purposes. Yet much empirical
work still needs to be done before evaluators know if it is possible to have one
conceptual definition of community capacity and, if so, what that definition
should be. However, even with these suggested new frameworks and possible
future agreement on the definition of community capacity, there will always be
a need to follow the participatory guidelines suggested here and to solicit com-
munity members’ input in creating a vision of community capacity that is
appropriate to the context of their community.

It is also important to note that the case examples here, unlike most
funded health programs, were not focused on categorical diseases but rather
on health broadly defined (or, in the example of the East Side Village Health
Worker Partnership, the health of women and children). In addition, each of
these interventions had increasing community capacity as one of its initial
objectives. Projects funded to target categorical health problems may also ben-
efit from the inclusion of intervention objectives and measures to evaluate
community capacity as well as the use of more participatory methods to
enhance community capacity of all project partners.

Currently, three of us are beginning interventions targeting categorical dis-
eases. Two of us are involved with the intervention and evaluation of a house-
hold and neighborhood project seeking to reduce asthma triggers in children.
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A third is involved with the development and evaluation of a lay health adviser
intervention that seeks to reduce sexually transmitted diseases in a rural
county. Both projects plan to include qualitative and quantitative measures of
community capacity as part of their evaluation activities. The experiences of
these two projects, in comparisonto the four case examples described in this
chapter, will provide much-needed information on the challengesand suc-
cesses associated with evaluating community capacity in relationship to a cat-
egorical focused health program.
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