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Building community capacity is a central concern of community'* and organizational
development experts,>® funding agencies,” and implementing organizations.® All share
the view that community capacity is a necessary condition for the development, imple-
mentation, and maintenance of effective, community-based health promotion and disease
prevention programs. Because of the importance of community capacity to health
promotion, the Division of Chronic Disease Control and Community Intervention,
Centers for Disease Control and Prevention (CDC), convened a 2-day symposium in
December 1995. The CDC invited community health researchers from the United States
and Canada to join CDC community specialists with the hope that a consensus might
emerge regarding the dimensions that are integral to community capacity. The partici-
pants represented a wide range of disciplines, including community health develop-
ment, health education, community psychology, epidemiology, anthropology, political
science, and sociology. (The participants included the authors and those mentioned
in the acknowledgments.) The CDC envisioned the symposium as a first step in opera-
tionalizing capacity so that it might be better defined, measured, and used to help
communities diagnose their assets and select appropriate interventions for further capac-
ity development.

Weeks prior to the meeting, the participants shared relevant articles. At the meeting,
participants engaged in a series of facilitated exercises, including (1) an open discussion
of capacity based on the readings, (2) a brainstorming session in which elements of
capacity were listed, (3) a synthesis session in which similar items from the brainstorming
session were combined into dimensions of capacity, and (4) a small group exercise in
which participants were assigned to work groups that corresponded to each dimension.
The work groups began to identify a literature that explains each dimension and reported
back to the entire symposium at the closing session. Over the next several months, the
work groups further researched the dimensions and submitted their written findings for
this article. The literature was drawn from the many disciplines that reflect the diverse
orientations of symposium members.

Symposium participants began with two working definitions of community capacity:
(1) the characteristics of communities that affect their ability to identify, mobilize, and
address social and public health problems’ and (2) the cultivation and use of transferable
knowledge, skills, systems, and resources that affect community- and individual-level
changes consistent with public health-related goals and objectives.'® Participants felt that
community capacity should stand in contrast to other popular approaches to community
health and development, such as health risk factor and needs assessments."' Rather than
focus exclusively on risks, needs, or other deficits, assessments also should emphasize
community capacity as assets to address the presenting health concerns.*'*'* A refined
understanding of community capacity would aid in such assessments. Armed with this
understanding, health promotion specialists could assess community assets before initi-
ating community projects. If they find capacity is lacking, interventions can focus first
on building capacity, thus enhancing both community assets and the probability of
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successful project implementation. Without devoting time to the process of capacity
building, outcomes may be attenuated.'>'®

There is no question that the concept of community capacity requires clarification.
Often, capacity is used interchangeably with other, similar concepts such as community
empowerment,'*! competence,****' and readiness.?*> All of these concepts have con-
tributed to our current understanding of community capacity. But using them interchange-
ably minimizes important differences that each concept contributes to the development
of community health initiatives. For instance, although empowerment shares charac-
teristics with capacity, capacity seems to be a broader construct. Minkler and Wallerstein
note that empowered communities gain mastery and “assume greater power or expand
their power” (p. 250).** In this article, we view community power as one of several
dimensions of community capacity. Also, capacity may be distinguished from compe-
tence. We view capacity as a potential state and competence as an active state. That is,
capacity reflects acommunity’s potential for addressing presenting health issues, whereas
competence signifies how skillfully capacity is applied. Capacity is most similar to
readiness in that both are potential states that may lead to community action.

The dimensions of community capacity identified by the working groups at the CDC
symposium include participation and leadership, skills, resources, social and interorgani-
zational networks, sense of community, understanding of community history, community
power, community values, and critical reflection. Table 1 provides a summary of the
dimensions’ characteristics, as defined by the work groups and as discussed throughout
this article. Table 2 further illustrates some of the ways that the dimensions may be linked:
Each column in Table 2 is headed by a capacity dimension; the cells within a column
indicate the links between the column heading and the other dimensions. It should be
noted that neither Table 1 nor Table 2 provides an exhaustive listing. For instance, many
more links are probable than are reflected in Table 2. Also, the nature of the Table 2 matrix
restricts links as occurring between only two dimensions when more than two may be
linked simultaneously. We view both tables as starting points for increasing precision in
defining the dimensions and the relationships among them. It should be further noted that
recent discussions of empowerment'”'*?* suggest an overall context that applies equally
to understanding community capacity: It is a process as well as an outcome; it includes
supportive organizational structures and processes; it is multidimensional and ecological
in operating at the individual, group, organizational, community, and policy levels (our
understanding of community is that it encompasses all these sectors); and it is context
specific. Also, communities can lose as well as gain capacity. Capacity exists in adynamic
state and develops in stages of readiness that must be taken into account in selecting
capacity-enhancing interventions.”**” How capacity is enhanced is an important question
that may benefit from the cultivation of enabling systems.?® We view this article as a first
step in identifying the dimensions of capacity without specifying methods for enabling
community assets.

DIMENSIONS OF COMMUNITY CAPACITY
Participation and Leadership

Participation and leadership are two important and related dimensions of community
capacity. These two factors are connected in that a community lacks capacity when its
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Table 1. Dimensions and Subdimensions of Community Capacity

Citizen participation that is characterized by
strong participant base
diverse network that enables different interests to take collective action
benefits overriding costs associated with participation
citizen involvement in defining and resolving needs

Leadership that is characterized by
inclusion of formal and informal leaders
providing direction and structure for participants
encouraging participation from a diverse network of community participants
implementing procedures for ensuring participation from all during group meetings and events
facilitating the sharing of information and resources by participants and organizations
shaping and cultivating the development of new leaders
aresponsive and accessible style
the ability to focus on both task and process details
receptivity to prudent innovation and risk taking
connectedness to other leaders

Skills that are characterized by
the ability to engage constructively in group process, conflict resolution, collection and
analysis of assessment data, problem solving and program planning, intervention design
and implementation, evaluation, resource mobilization, and policy and media advocacy
the ability to resist opposing or undesirable influences
the ability to attain an optimal level of resource exchange (how much is being given and
received)

Resources that are characterized by
access and sharing of resources that are both internal and external to a community
social capital, or the ability to generate trust, confidence, and cooperation
the existence of communication channels within and outside of a community

Social and interorganizational networks that are characterized by
reciprocal links throughout the overall network
frequent supportive interactions
overlap with other networks within a community
the ability to form new associations
cooperative decision-making processes

Sense of community that is characterized by
high level of concern for community issues
respect, generosity, and service to others
sense of connection with the place and people
fulfillment of needs through membership

Understanding of community history that is characterized by
awareness of important social, political, and economic changes that have occurred both
recently or more distally
awareness of the types of organizations, community groups, and community sectors that are
present
awareness of community standing relative to other communities

(continued)
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Table 1. Continued

Community power that is characterized by
the ability to create or resist change regarding community turf, interests, or experiences
power with others, not control over them (non-zero-sum or win-win strategies)
influence across a variety of domains or community contexts

Community values that are characterized by
clearly defined norms, standards, and attributes
consensus building about values

Critical reflection that is characterized by
the ability to reflect on the assumptions underlying our and others’ ideas and actions
the ability to reason logically and scrutinize arguments for ambiguity
the ability to understand how forces in the environment influence both individual and social
behavior
the ability for community organizations to self-analyze their efforts at change over time

leadership does not have a strong base of actively involved residents."** Conversely,
participation without the direction and structure that leadership provides often results in
disorganization.*

Participation is basic to capacity because involvement of individual community
members in local events must occur if capacity is to develop. Leaders enhance capacity
when they ensure the active involvement of a diverse network of community members,
thus enabling disparate interests to take collective action by forming what Steuart has
called a “unit of solution.”"* Moreover, social networks can reinforce participation by
connecting individuals to resources and power bases (see linkages noted in Table 2).

A useful way to delineate the characteristics of participation and leadership that
enhance community capacity is to consider the following two questions: (1) Who
participates and leads? (2) How do they participate and lead?

Who participates and leads? This question can be examined by considering whether
participants are representative of the groups residing in a community. Research indicates
that participation may not be dependent on demographic characteristics such as race,
gender, and age®' but rather may be associated with participants’ sense of community;*
the benefits and costs associated with participation, including structural barriers such as
lack of day care or transportation;* expectancies of individual and collective control;>*
and community members’ degree of concern about the issue at hand (see Table 2).%

Related to the question of who does (and does not) participate is the issue of exclusivity
(or, conversely, inclusivity) of community participation. Are community leaders or the
community-at-large actively excluding certain types of participants? Although this article
argues for following democratic principles in soliciting participation, Brown*® empha-
sizes that in practical application, a community coalition may be less functional when it
includes groups that do not support the coalition’s mission. For instance, an antismoking
coalition may not find it productive to include tobacco proponents as participants.

In considering who leads, capacity may be enhanced by the presence of a diverse or
pluralistic leadership in the community. One aspect of pluralism is the interplay between
positional leaders, or those who are elected or appointed to leadership positions, and
reputational leaders, or those who are serving the community in informal leadership
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positions such as community activists and other opinion leaders who serve as norm setters
and community helpers.”’*® A mix of both of these types of leaders may suggest com-
munity capacity. In addition to mixed leadership, considering whether leadership is being
transferred, shaped, and cultivated over time should be taken into account. For example,
if staff from public health agencies take a lead role in organizing a community initiative,
the degree to which they represent the views of community members should be examined,
along with whether the leadership is transferred over time to community members, thus
cultivating the next generation of leadership.

How do people participate and lead? This question is directed at the values and
principles by which community groups operate. Marti-Costa and Serrano-Garcia® point
out that without grassroots participation in defining and resolving needs, community
empowerment is not possible, and needs assessment can become a process of social
control. The literature includes frameworks for grassroots participation such as Arn-
stein’s® ladder of citizen participation from nonparticipation (manipulation and therapy)
to tokenism (informing and consultation) to degree of citizen power (partnership, dele-
gated power, and citizen control). In addition, Uphoff, Cohen, and Goldsmith* offer a
framework for describing and analyzing rural development, and Checkoway and Van Til*
outline different types of individual and organizational participation.

How people participate is also related to the accessibility of social networks, formal
health and social agencies, and mediating structures such as churches and grassroots
community groups, which represent individuals in their interactions with formal agencies
(see Table 2).* Participation of community members in any organization is dependent on
the opportunity that the organization provides for inclusion. Thus, at an organizational
level, one may look for both the presence of these organizations and the presence of
opportunities for participation that they provide. Wickizer et al.** examine organizational
participation in community-based interventions and suggest a measure of interorganiza-
tional network development through network-analytic techniques. Similarly, Alter and
Hage* provide a model for understanding the stages and conditions under which
interorganizational collaboration occurs.

As noted in Table 2, how people participate is further influenced by the skills of
community members and their level of volunteerism. Does the group have recognized
procedures for ensuring broad participation at meetings and events? Do community
participants share information and resources? Do community members participate as
volunteers within their own community? Have their efforts resulted in successes that lead
other communities to seek their help in solving problems? This latter question illustrates
that past experience (community history—see Table 2) may be a prelude for current
perceptions of efficacy in problem solving.

As for leaders, research suggests that how they lead influences community participa-
tion. Leadership style,** decision-making style,”** networking and visibility," and
political efficacy™ may be related to the ability of community groups and coalitions to
maintain the participant base needed for their survival. For example, Giarmartino and
Wandersman®' found that leader control—the “degree to which the leader is given the
tasks of directing the group, making decisions, and enforcing rules” (p. 353)—relates to
the satisfaction of members of the community group. Kumpfer et al.”* found that when
leaders encouraged and supported members’ ideas and planning efforts, used democratic
decision-making processes, and encouraged networking and information sharing among
members, work plans were of higher quality, member satisfaction was greater, and
members perceived the team as more successful.



264  Health Education & Behavior (June 1998)

Table 2. Linkages Across the Dimensions of Community Capacity
Social and
Citizen Interorganizational
Leadership Participation Skills Resources Networks
Leadership Provides a base Facilitate the leader’s
for organizing ability to provide
momentum
Citizen Influences direction Influence quality of Help to attract Increase the benefits
participa- and structure of participation in participants citizens receive from
tion participation meetings, Stimulate participation
Facilitates the planning, and mechanisms Facilitate
maintenance of a activities for citizen input frequency/intensity
participant base Influence member of participation
Removes barriers to satisfaction with
participation planning and
Provides action
opportunities
to participate
Skills Facilitates the Provides diverse Connect complementary
cultivation and base of skills skills
transition of
new leadership
Facilitates planning
and activities
Resources Facilitates the Provides diverse  Influence the Connect complementary
acquisition of base of diversity of resources
needed resources ilabl
for exchange
Facilitate the
competent use of
resources
Social and Fosters diverse Provides Influence conflict Influence the number
inter- involvement opportunity to resolution among of mediating
organiza-  Can exclude link different network members structures
tional community community that are active
networks sectors sectors Can reinforce trust
Promotes network or increase
cohesion competition
among networked
organizations
Sense of Influences sense of Facilitate social Can influence trust and
com- satisfaction with capital and caring through
munity a community sense of trust cooperation
initiative and caring
Facilitates the
resolution of
conflicts among
participants
Understanding
of community
history
Community  Helps cultivate a Reinforces a power Influence the quality ~ Influence the Facilitate collective
power power base through  base from which  of citizen amount of action
citizen action to operate advocacy political, Maximize influence
Helps cultivate a economic, and with outside groups
power base social capital May determine who has
through alliances wielded power and influence
with other
communities and
political groups
Community  Can influence the Can influence the premium
values values that are placed on cooperation
expressed Can influence norms of
reciprocity
Critical Organizes needs Influence the ability to  Provide access to
reflection assessments as use data for decision innovative ideas
the basis for making and action and approaches
planning Provide a basis for
analyzing the political
dynamics controlling

a community group
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Understanding
Sense of of C ity Cc ity C y Critical
Community History Power Values Reflection
Fosters a desire to Influences willingness Influences who  Influence the diversity
lead leads to lead or pluralism of the
leadership
Fosters a desire to Influences willingness Influences who  Influence the degree  Provides a context for collective
participate to become involved particip of social control action
Influences perceived exerted on
efficacy of participants
involvement Influence the
opportunities
provided
for inclusion
Provides a context for Influences what skills  Facilitates analytic and
assessing its efficacy are viewed as reasoning skills in generating
in producing desired important to a point of view or platform
results community
initiatives
Provides a context for Influences Influence how Facilitates an appreciation
perceiving its level of resource equitably resources for resource
resources and options distribution are distributed development
Can reinforce Can influence the Influences Influence the degree  Provides a context for
connections among resolution of conflict degree of of cooperation and identifying strategic
groups in conflict Highlights past critical entrality in inclusion within alliances within a network
Can reinforce social events that have a network a network
support influenced
connectedness
Highlights past critical Influence the Facilitate an understanding of
events that have importance forces that shape community
influenced sense of attached to life
community c i C the individual to a
identity broader social context
Provides a context for under-
standing how a community’s past
contributed to current conditions
Facilitates power Influences a Influences the Provides a context for

sharing among
groups

Enhances values
toward caring
and sharing

Highlights which groups

share affinity

community’s sense
of power

Influences values
placed on trust and
cooperation

Influences the view of
the future

Helps identify barriers
to change

Provides a context for
comparing its status

to other communities

distribution
of power (shared
vs. autocratic)

Influence the meaning
attached to
community
initiatives

understanding how power is
distributed

Influences the articulation of
values that are shared
Provides a context for

hall . Hliched
ging
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In view of the effect of opportunities for participation in decision making and planning
on team member’s involvement, satisfaction, sense of empowerment,'® and commitment
as well as on the outcome of the community’s efforts,®! it is also important for
community capacity that leaders have the ability to remove barriers to participation for
all community members. Community capacity is enhanced when leaders are both
responsive and accessible to members. Prestby and Wandersman® found that leaders who
are viewed as successful are more visible and involved, promote cohesion and involve-
ment, support members’ planning and decision making, and provide opportunities for
members to make active contributions outside meetings. Equally important for commu-
nity capacity is the leader’s ability to focus on both the task and process details of
leadership and to determine when one may be more appropriate than another.*** Becker®
also has pointed out the importance of receptivity to prudent innovation and risk taking.

Finally, leaders’ connectedness to other leaders in the community, state, and nation as
well as participants from the community increases capacity. Warren and Warren,*® for
example, assert that one of the primary tasks of a community organizer is to more
effectively link the diverse structures and processes of leadership that may already exist
in a community.

Skills

Both participants and leaders must have considerable skills to ensure community
capacity to address local concerns (see Table 2). Yet, the skills to assess community needs
and implement responsive programs often are not developed in community groups. The
level of community capacity may be lower in the absence of skills to produce and
implement quality plans.>* The ability to gain access to needed skills may also demon-
strate capacity.?-*6

Participants are expected to coordinate meetings, plan community activities, and be
proactive in community initiatives; leaders must ensure that community efforts neither
drift nor stall. Leaders must be skilled in collecting, analyzing, and reporting data on
needs, opportunities, barriers, and resources; planning and evaluating community initia-
tives; mobilizing resources; facilitating group processes; solving problems and resolving
conflicts among participants; and resisting opposing factions. Both participants and
leaders must be skilled advocates, defined as “working for political, regulatory, or
organizational change on behalf of a particular interest group or population” (p. 429)."!
Inadvocating, community members recognize the political arena in which the community
must operate. A community with capacity usually has leaders who understand the political
environment and are skilled in using the media for advocacy purposes.”** These leaders
may also have the ability to recognize and mobilize the latent skills (and resources)
present in a community.

Additional skills in group dynamics, problem solving, and conflict resolution are
usually integral to community capacity. Group dynamics refers to an interaction between
two or more persons, each of whom influences and is influenced by every other person.”
Much of the actual work of a community is accomplished in small task groups. Meetings
are a principal method for communicating and decision making, regardless of the
structures used for citizen participation. Recent studies of coalitions indicate that group
process and meeting management skills may increase participants’ satisfaction and degree
of participation.**®' Conflict resolution skills may also be important in handling
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individual-level conflicts as well as those between organizations or factions of a commu-
nity. Conflict can arise over differences in goals or the means to reach goals; ideologies,
perceptions, or values; or power or the distribution of resources.®® Conflict resolution
skills require combining an accurate assessment of the roots of conflict with strategies to
reconcile these differences.

One key to both group process and conflict resolution skills is the ability to maximize
the benefit-cost ratio perceived and actually experienced by all participants. Exchange
theory suggests that participating individuals, groups, and organizations have resources
and skills they are willing to exchange for certain benefits.”* The type of exchange can
vary from simple communication among participants to coordination of efforts (where
participants jointly plan and integrate services and activities) to collaboration on projects,
requiring contribution of resources and skills by members toward activities to achieve
common goals.®® Each participant has an optimal level of resource exchange (how much
is being given and received) and an optimal currency of exchange (what aspect of capital
or social capital is being offered and sought). Interpersonal and interorganizational
relations, in which participants clearly articulate the expected exchange transactions to
optimize their own benefit-cost assessment, are most desirable because they enhance the
likelihood of successful partnerships.® As long as they perceive the benefit-cost ratio as
favorable, participants may maintain a positive view of the joint endeavor and may be
more likely to maintain their participation by contributing capital and social capital
resources.®

Resources

One way that communities demonstrate a high degree of skill is in the acquisition of
needed resources, and capacity is reflected in a community’s ability to access resources
and use them prudently (see Table 2)."" Resources can be either traditional capital (e.g.,
property and money) or social capital (e.g., the knowledge and skills of people, particu-
larly their ability to cooperate with one another and form new associations).” Commu-
nities need both kinds of resources. Capital resources include funding from both commu-
nity and outside agencies and foundations; organized citizen groups; competent
professionals, such as lawyers and accountants; meeting space and facilities for program-
matic activities; media production; active and responsive mediating structures, such as
churches and grassroots organizations; mechanisms for citizen input into decisions;
channels for vertical and horizontal communication across sectors of the community; and
technical assistance from outside the community.

Even a community that is rich in resources may lack access to technology, such as
computers, photocopiers, and video cameras. Technology can provide a community with
important access to innovative ideas, strategies, resources, and greater social capital. If
technology is unavailable locally, a community may be able to obtain it from outside
sources on an as-needed basis. To maximize the use of such technologies, communities
require access to communication channels within and outside a community.

As for social capital, Fukuyama® suggests that it is facilitated by trust. If a high level
of trust exists in acommunity, new and varied social relationships emerge; in communities
that lack trust, relationships and cooperation occur only through rules and regulations.
Many health promotion efforts involve bringing people and organizations together,
making trust an important component of community capacity.
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Communities can attract social capital through their capital resources. For example,
resources such as funding, staffing, and responsive political institutions influence the
ability of coalitions to build social capital and address social problems.?

Social and Interorganizational Networks

Strong social and interorganizational networks also enhance community capacity. In
evaluating a community’s social networks, one can consider (1) structural characteristics,
such as size or number of linkages; (2) the relationships among network members, such
as the frequency and intensity of their contacts; and (3) the benefits that members receive
from their network ties, such as emotional or tangible support and access to social
contacts.® Both structural and interactional characteristics of networks have been linked
to the functions of social networks. Moreover, there is considerable evidence suggesting
an association between the characteristics of social networks and health status.®”

Communities whose residents have connections to members of their neighborhood as
well as loose ties to residents outside the community may be in a better position to address
community-wide concerns.” Warren and Warren®® have identified six types of neighbor-
hoods, ranging from. “integral” neighborhoods with close contacts among members and
good linkages to the larger community to “anomic” neighborhoods in which residents
have few inside or outside contacts. Residents of anomic neighborhoods are unlikely to
mobilize to address neighborhood or community concerns or to provide support to each
other. Residents of integral neighborhoods, by contrast, are well organized internally and
capable of collective action.

The extent of internal and external ties among neighborhood residents may be affected
by opportunities for regular contacts among community members that foster coopera-
tion.”>” Since many interpersonal relationships and subsequent social networks are
developed and maintained within the context of community organizations (or mediating
structures) such as churches, social clubs, and work settings, the extent of neighborhood
connectedness—and therefore a community’s social capital—may be affected by the
availability of community and neighborhood organizations.”™ Israel et al.'* argue that
community empowerment for health-related goals requires organizational connectedness
(see Table 2). Organizational networks can promote individual empowerment through
democratic management in which “members share information and power, utilize coop-
erative decision-making processes, and are involved in the design, implementation, and
control of efforts toward mutually defined goals” (p. 152)." By building the capacity of
relevant community organizations to work together, communities may be able to address
health and social issues more efficiently. By pooling the resources and expertise of many
agencies, communities also can maximize their power and influence with outside groups
and agencies.””’

The developmental stage of a community’s interorganizational networks may also be
related to capacity. Alter and Hage* discuss the evolution of interorganizational networks
from informal, loosely linked organizations that exchange information to networks with
formal linkages for the purpose of engaging in joint activities. It may be that communities
with more evolved interorganizational networks are better able to mobilize to address
public health or social problems than communities with networks in earlier developmen-
tal stages.

Whether interorganizational networks are vertical or horizontal may also have rele-
vance for capacity. Networks based on vertical relationships are generally less conducive
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to building norms of reciprocity than are those built on horizontal relationships because
of imbalances in power and information access (see Table 2).” For example, community
health coalitions and partnerships are often subsidiaries of larger public or private entities
such as coalitions to combat substance abuse that may be sponsored by local government.
Although vertical relationships can provide valuable resources, including support for
building and maintaining social networks among the members, opportunities for the
exchange of information and the development of trust and cooperation, abuses of
authority by a lead agency, or conflicts between a lead agency and other members may
hamper a coalition’s ability to accomplish key goals and objectives. Local governments
can weaken a coalition’s viability through political appointments and disruptions. Gov-
ernment regulations and enforcement can undermine organizational morale and divert
valuable resources to compliance activities.

It is important to note that the mere existence of an interorganizational network does
not necessarily strengthen capacity. Network relationships that are characterized by
suspicion and distrust will not provide support to network members. Consequently, a first
step in enhancing community capacity may be to build trust among network members.

Sense of Community

One consequence of strong network ties is that they often produce a “sense of
community” (see Table 2).”* The concept has a long-standing place in community
studies,”®*" and several measures exist for the construct.?** Sense of community often is
characterized by “caring and sharing” among the people in a community, mutual respect,
generosity, and service to others that enables collective action to address local concerns
and produce desired changes.”"**# McMillan and Chavis® propose four elements
characteristic of a strong sense of community: (1) membership, or a feeling of belonging;
(2) influence, or a feeling that the individual and community matters; (3) fulfillment of
needs, or a feeling that members’ needs will be met by resources received through
membership; and (4) emotional connection, or the belief that members share common
experiences and history. Thus, as indicated in Table 2, sense of community is connected
to other dimensions of capacity, including participation (active membership), collective
norms and values (influence), resources (fulfillment of needs), and history (emotional
connection).

Community capacity to address local concerns may be reflected in a sense of com-
munity. For example, when community members disagree, the sense of connection
they develop with those that they struggle may reduce conflict and facilitate reaching
consensus.®

Moreover, members of a community may display varying degrees of sense of com-
munity; some neighbors may value membership and the emotional connection that
community relationships offer; others may not. Those who give more support are also
more likely to receive it. Some community members may desire a sense of community
as an end in itself; others may see it as instrumental in gaining access to resources through
membership to enhance security or happiness.

Community members can display a sense of community in various ways, such as by
providing social support, tangible assistance, or information.*® In some communities,
emotional connectedness may exist among people living in the same neighborhood; in
others, this connectedness may be shared by coworkers or by people with common
interests or cultural experiences. For example, a Latino community may have connect-
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edness and influence through extended family, church, and cultural organizations but
limited connectedness and influence through public institutions, such as city government
or schools. The conditions under which a sense of community is displayed may vary as
well. For example, a neighborhood affected by a disaster may come together during the
crisis but not sustain a pattern of caring and sharing after the crisis has passed. In general,
when the four elements of membership, influence, fulfillment of needs, and emotional
connection are present, then community identity is reinforced, and capacity to take
constructive action is enhanced.

Understanding of Community History

A sense of community may be reinforced through the understanding of the commu-
nity’s history by forging a connection to the past (see Table 2). Awareness of community
history also provides an important backdrop for members in planning solutions to social
problems and, as such, is a key component of community capacity.”’* How a community
interprets its history may influence its willingness to become involved in a change
process'** and may also influence its views of the future.

A community’s history is made up of people and events. Events include important
social, political, and economic changes that have occurred both recently or more distally.
The types of organizations, community groups, and community sectors involved histori-
cally in community change and the effects that change has had on them contribute to an
awareness of possible future strategies. Knowledge of community history also can help
identify potential barriers to change. For example, if past experiences resulted in feelings
of powerlessness among community members, they might be reluctant to reengage in
problem-solving activities.'*** In addition, Smith?’ suggests that the level of trust and
cooperation within a community is based on historical experiences. Community history
can influence the resolution of conflicts that arise. Recency of conflict, nature of conflict,
and the history of groups involved in the conflict are likely to affect the way the
community handles conflict. Managing conflict effectively is seen as an important
component for a community in producing change.!"**%!

Communities that have access to historical information may have greater capacity to
effect change than those that do not have access. Awareness of community standing
addresses how the community fits relatively to other communities. Does it see itself as
better or worse off than other communities, having more or less problems to address?
Does the community see itself as having resources and options for making improvement,
or does it have to go outside the community to meet the needs of residents? In some
respects, understanding community history is similar to Cottrell’s management of rela-
tions with the larger society.!*!

Community Power

When a community develops a strong sense of history that reinforces a sense of
community and connectedness, then the community is predisposed to organize around
issues of shared concern. When community organizing is augured by skilled leaders and
members who are well resourced, then the community has the capacity to increase its
base of power and influence (see Table 2). Elements of power relate to who holds power,
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who wants power, how the power will be used, and who decides how power will be used.
Power is often distributed inequitably across neighborhoods, ethnic groups, and espe-
cially income groups. A fledgling community organization that seeks power is usually at
a marked disadvantage to organizations with considerably more economic resources.
Efforts to change conditions related to broadly shared goals may evoke less resistance
than efforts in which there are competing interests. In many communities, the agenda is
determined by those with disproportionate control over resources. In rarer circumstances,
those affected most by concerns, such as low-income elders or youth, have influence in
defining problems and identifying culturally acceptable solutions.

Power may be evidenced in many forms, including money, material goods, status,
authority, and legitimacy. The exercise of influence may be limited to those of a certain
income, gender, age, or ethnicity. In some communities, influence may typically flow
from powerful business leaders to elected officials whom they supported; in others, it
may flow from reform-minded officials to businesses that are targeted for increased
regulation or taxation.

Power may be evidenced in a variety of domains or community contexts. For example,
an African American community may have tremendous capacity to influence through its
churches but limited economic power if its businesses are controlled by those outside the
community. The conditions under which power is displayed may vary as well. For
example, a neighborhood organization may be effective in addressing a clear threat, such
as the need for a traffic light at a school crossing, but less effective in creating changes
necessary to address more endemic issues such as substance abuse or youth violence.

As previously mentioned, power and influence may be reflected in the degree of social
capital that is present. Community power, when defined as the ability to create or resist
change that matters to people who share common turf, interests, or experiences, is the
application of social capital. In line with the tenets of social capital, the emphasis is on
power with others, not control over them.” The term win-lose relationships characterizes
power as limited and as a basis for control over others.” By contrast, win-win relation-
ships characterize power as less limited and based on mutual respect, generosity, and
service to others."

In working with communities, professionals may need to guard against win-lose
relationships. For example, when professional or grant-giving organizations sponsor
community initiatives, they often assert their authority by requiring the community to
tailor its goals, objectives, and approaches to the sponsor’s specifications. Such require-
ments, if not negotiated, can stifle community initiative and ownership when local groups
perceive that their projects are being wrested away from them.”® Hence, an important
challenge facing professionals is the transformation of power over to power with
communities by engaging in mutual exploration, dialogue, and problem solving.”>**

Community Values

The previous section emphasizes the transformation of power over to power with as
capacity enhancing. Implied in this shift is the value that shared influence is a greater
good. This shift illustrates that for community capacity to be fully realized, community
initiatives must have a clearly defined value orientation. Community capacity is not a
value-free or objective term but embodies within it expectations of norms, standards, and
desired attributes. Community initiatives are embedded in the life and meaning of
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particular communities, whether defined through geography, institutions, or mutual
interests and identity.

‘We maintain that a community’s ability to articulate a clear set of values is integral to
capacity, and health professionals who work with community groups can play an
important role in challenging a group to surface its value assumptions. Such interactions
require professionals to proceed with caution as they can experience two potentially
contradictory dynamics regarding value assumptions. The first is the set of core public
health values to which most professionals subscribe: to promote and preserve good health
and to relieve suffering through beneficence, “doing good.” In practice, the ethic of doing
good has supported the values of social justice and the equitable distribution of resources
and conditions for improved health.” Other core professional values commonly described
in the health education literature include democracy,”® community participation,*® col-
laboration,” community control, social responsibility, and respect for cultural diversity.”'*
Some have also emphasized the value of individual responsibility.'*"!*2

The second value base for community capacity stems from how communities develop
consensus about their values and visions for health. Although this process is critical to
the development of community capacity, it should not be romanticized.** Some commu-
nities may argue for values that reflect racism, homophobia, or other harmful perspectives
and that contradict the value of social justice. For instance, one can argue that communi-
ties that successfully organize to exclude a race, class, or ethnic group from local home
ownership may have capacity, but we do not consider this as consonant with the construct
of community capacity in a democracy. Moreover, few communities are homogeneous,
creating the possibility of sharp conflicts on basic values that influence public health,
such as reproductive rights, the role of parents in sex education, the rights of immigrants
to public services, and so on.

Because values underlie the other dimensions of community capacity, they are both
part of the process of creating community capacity and the expected outcomes of these
community processes (see Table 2). Two hypotheses provide a guide for assessing the
importance of values: (1) If the community identifies and acts on the core set of values,
then community capacity will be increased; and (2) if there is an increase in shared
community values, then community capacity will be increased. In sum, we posit that
community health professionals should be cognizant that their value assumptions may
not be confluent with that of the community. By clearly identifying one’s value assump-
tions, the professional may be more effective in engaging the community in a process of
surfacing and reaching consensus on its own value sets.

Critical Reflection

The development of a clear set of community values is predicated on a community’s
capacity to engage in critical reflection (see Table 2). Since the 1980s, journal articles
have urged Americans to increase their critical thinking to reform civic and economic
life. Critical thinking is defined by Stephen Brookfield as the ability to reflect on the
assumptions underlying our and others’ ideas and actions and to contemplate alternative
ways of thinking and living.'® Critical reflection includes the ability to reason logically'®
and scrutinize arguments for ambiguity.'”® Brookfield believes critical reflection incor-
porates emancipatory, dialectical, and emotion-motivated learning.
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Emancipatory learning, or education for empowerment (within the field of health
education), is the process by which community members gain an understanding of forces
in their environment to enable them to act to promote both individual and social
changes.'®'%!!* The literature on empowerment education has supported the importance
of dialectical thinking, praxis, and Paulo Freire’s critical consciousness. Dialectical
thinking welcomes contradictions, paradoxes, and the presumption of constant change
in communities.'®!” Praxis emerges out of dialectical thinking, as each community
action creates contradictory outcomes and the continual cycle of collective reflection on
the outcomes, new actions, and new reflections. Freire’s critical consciousness in the
reflection/action cycle is achieved when people make the connections between them-
selves and the broader social context, when they reflect on their own roles in society,
when they understand the history and conditions of a social problem, and when they
believe they can participate in collective change.'!

Critical reflection is a lived activity of action and reflection within one’s community
for the purpose of challenging assumptions and creating change toward the core public
health values of democratic participation and equity. Critical reflection involves challeng-
ing assumptions and received wisdom and integrating values of social justice to generate
alternative visions of the world. This challenge includes an analysis of personal and
community values as part of creating possibilities for change. It is hypothesized that
communities and community organizations that create mechanisms for self-reflection,
for constructing their own identity, and for analyzing social conditions will have greater
community capacity to maintain change efforts and improve community health.

DISCUSSION AND CONCLUSION

This article reports on the deliberations resulting from a CDC-sponsored symposium
to understand the complexities of community capacity as a construct. At the beginning
of this article, we noted that community capacity is a complex, multidimensional, and
dynamic concept that requires precision for assessing community assets and for devel-
oping appropriate interventions. Table 1 summarizes the dimensions of capacity that
resulted from the symposium, and the body of the article further explains these dimen-
sions. Table 2 illustrates how the dimensions may be linked. We do not believe that the
dimensions of community capacity that we have identified are exhaustive, and we further
recognize that capacity is a construct that has different meanings in different contexts.
Further reflection and reaction from diverse communities will undoubtedly alter and
enrich the construct.

We caution the reader not to adopt the items in Table 1 as a checklist but to use the
table as a point of departure for dialogue. The complexity of community capacity as a
construct and the current lack of adequate measures suggest the challenge that remains
for operationalizing ways to assess capacity in communities. However, even at this early
stage, we believe that the dimensions can be used by citizen groups involved in efforts
to assess and develop community capacity. We envision that community health profes-
sionals may share the table with community groups with whom they work and encourage
interaction regarding the table’s relevance and implications for community initiatives that
are underway. Such discussions of capacity are best considered early in the community
development process and may be viewed as a positive measure that reflects on a
community’s preparedness to address public health and other societal issues.
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