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The Physical Activity and Community Engagement Project utilized a comparative case study to understand
how a theoretical framework called community health development (CHD) influences community capacity.
Three rural communities (cases) developed interventions using a CHD framework. Researchers collected
qualitative evidence measuring capacity and the CHD process for more than 3 years. Patterns identified seven
capacity constructs relevant to CHD, including community history, civic participation, leadership, skills,
resources, social and interorganizational networks, and critical reflection. Community health development
focuses on population health improvement and strengthening community capacity. As such, it helps
communities address local priorities and equips them to address future issues.
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THE CONCEPT of community is complex, with
a long history of how “community” has been

framed and operationalized over time. From a the-
oretical perspective, scholars have attempted to con-
struct a definition of community that represents its
multidimensional aspects.1 In 1975, Hunter2 de-
fined comminutes as (1) functional spatial units that
meet basic needs for sustenance; (2) units of pat-
tered social interaction; and (3) symbolic units of
collective identity. Almost 20 years later, Eng and
Parker3 expanded the definition of community to
add a focus on producing political change. To oper-
ationalize the concept more practically, researchers
developed a typology that focuses on communities
as setting, target, resource, or agent.1

As the concept of community has evolved, re-
searchers have developed various approaches for
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community-based work to ensure that communities
have a meaningful voice in projects.4 Community
organizing surfaced in the 1800s as a way to co-
ordinate efforts for new immigrants in the United
States.5 Since then, mobilizing efforts have ad-
vanced into more topic-oriented approaches, such
as community development, which capitalizes on
communities as an agent of change. Community
development is a broad term referring to activ-
ities aiming to mobilize and equip residents to
strengthen or improve conditions in their commu-
nity. Community development often targets a par-
ticular outcome, such as community health develop-
ment (CHD), which uses community development
processes to improve population health.6

Simply stated, the process of CHD engages com-
munities to (1) identify local issues and resources,
(2) develop creative ways to address local issues
with available resources, and (3) implement sustain-
able health improvement strategies.6 As Burdine
and colleagues6,7 stated, CHD helps mobilize com-
munities to solve their own health-related problems.
It focuses on addressing community-prioritized is-
sues and in the process, builds local capacity by
helping communities obtain skills to address their
health issues in a contextually appropriate way.
CHD guides sustainable health improvement by
starting where people are.8 Previous studies using
CHD principles have addressed access to mental
health services, community socioeconomic status,
and coordination of health and human services.9,10

THEORETICAL CONSIDERATIONS
The CHD is an interdisciplinary, community-
driven framework used to mobilize local resources
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for problem-solving, focusing simultaneously on
population health improvement and strengthen-
ing community capacity.4,11,12 Community capac-
ity is defined as “a set of dynamic community
traits, resources, and associational patterns that can
be brought to bear for community-building and
community health improvement.”4(p283) To more
clearly operationalize the concept, Goodman and
colleagues11 identified 10 distinct but interrelated
dimensions of community capacity, which are sum-
marized in the Table. Capacity is an inherent trait of
a systems perspective on health and requires mea-
surement at multiple levels.13

Community capacity serves as both an input and
an outcome of the CHD process. All communities
possess capacity in various forms; the CHD pro-
cess mobilizes and builds upon existing strengths.
Through an assessment and priority-setting pro-
cess, communities identify local partners and lead-
ers committed to addressing issues to collaborate
as change agents. This step taps into existing ca-
pacity around leadership, skills and resources, and
social networks. In planning and implementing ini-
tiatives, opportunities for civic participation arise,
and contextual elements, such as local history and
values, are used to design health improvement ac-
tivities. Through evaluation, communities reflect
on their performance and determine how to ap-
ply their experience to future efforts. As communi-
ties move through this process, elements of capacity

are strengthened, providing additional resources for
subsequent activities.

PHYSICAL ACTIVITY AND COMMUNITY
ENGAGEMENT PROJECT
Between 2012 and 2015, the Center for Commu-
nity Health Development at the Texas A&M School
of Public Health implemented the Physical Activ-
ity and Community Engagement (PACE) Project.
The study’s primary research question was, “How
does the use of a CHD intervention impact com-
munity capacity?” This question was developed by
a community-academic research team, consisting of
members of the participating communities as well
as academic researchers. The resulting 3-year com-
parative multiple case study observed 3 rural coun-
ties as they used a CHD framework to design and
implement a community-specific intervention to in-
crease access to opportunities for physical activity.
Researchers observed how community capacity was
applied and manifested in each community’s pro-
cess. The first county (case 1) implemented a phys-
ical activity competition to increase access to op-
portunities to be active among families. Second and
third counties (cases 2 and 3) both implemented
variations of evidence-based programs to increase
access to physical activity among seniors, as well as
attempted to build infrastructure (both social and
physical) to promote physical activity among their
communities.

TABLE Dimensions and Definitions of Community Capacity

Dimension of Community Capacity Definition

Civic participation Diverse participation representing a variety of local interests
committed to defining and resolving local issues

Leadership Both formal and informal, strong in communicating and
facilitating participation and action

Skills Process management and facilitation skills, as well as
assessment, planning, resource mobilization, advocacy,
implementation, evaluation, and navigating politics

Resources Material, social, human, intellectual, and political capital within
or accessible to the community

Social and interorganizational networks Linkages among individuals and organizations that facilitate
support, resource sharing, and exchange

Sense of community Mutual connection and commitment to place and people

Understanding of community history Awareness of historical and recent events that influence the
current sociopolitical and economic context

Community power Ability of the community to create change

Community values Shared values that drive collective action

Critical reflection (reflexivity) The ability to make sense of how a situation came to be and to
apply that knowledge to future change
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METHODS
The PACE Project utilized a comparative multiple
case study design, as case studies are useful in
research aimed at understanding “how” or “why”
something works.14(p4) Given the CHD process
unfolds organically within communities, a case
study design is ideal because it does not require
researchers’ control over events. In addition, CHD
is shaped by the context in which it is implemented;
therefore, a case study allows for exploration of
interactions within the local context. Results from
multiple case studies contribute to the science
conceptually, which is especially valuable given
how relatively young community capacity is in the
literature.15

Units of analysis
Researchers chose to examine the 3 participating
PACE Project communities referred to as case 1, 2,
and 3 throughout the paper as the units of analysis
because community capacity is a community-level
property.16 Thus, researchers had to examine
community-level contextual and environmental
properties, as well as individual characteristics that
influenced the study, to observe how CHD engaged
community capacity. The research setting for each
community varied by local context. The Center
for Community Health Development partnered
with the locally appointed county health resource
commission (CHRC) in each community; see the
study by Garney et al17 for more details. Each of
the CHRCs acted as gatekeeper for their respec-
tive community, facilitating discussions with local
stakeholders and engaging residents to serve on a
workgroup to plan and implement activities. Each
community’s workgroup was based on specific
community characteristics and included members
from various sectors, such as hospital administra-
tors, service providers, lay community members,
elected officials, school personnel, and represen-
tatives from state agencies. Once assembled, the
Center for Community Health Development staff
met with each workgroup to introduce them to the
CHD process, providing visual materials, describ-
ing the process, and then facilitating a conversation
with workgroup members so that they were able to
ask questions, brainstorm ideas, and identify other
community members who should be recruited to
the workgroups. Subsequently, the process evolved
organically, based on each community’s preference
for how its project would be implemented.

Data collection procedures
The research team established a case study proto-
col, based on Yin’s14 guidelines, to determine what
data were necessary and how data would be col-

lected. Researchers identified 3 types of evidence
needed, including archival documents, documenta-
tion, and observations. Archival documents from
past health assessment reports, CHRC meeting min-
utes, and CHRC budgets provided context for how
the intervention fit into other prioritized community
health issues. Documentation in the form of meeting
minutes and supporting materials, project budgets,
intervention logic models, and intervention plans
provided a description of how the project unfolded
within each case. Finally, observations of all work-
group meetings, intervention activities, and miscel-
laneous interactions captured details and dynamics
of the project processes. Data were input into a case
study database as they were collected.

Observations were collected by 2 to 3 researchers
who attended planning meetings and intervention
activities. Research staff used a note-taking tem-
plate, which included the dimensions of commu-
nity capacity, so researchers could organize obser-
vations by constructs as they emerged. This type
of observation allowed researchers to collect rich
data, primarily narrative format, rather just check
off activities as they occurred. Researchers used this
method of observation to capture contextual ele-
ments of meetings and activities to document events
as they happened in real time and to offer “context
for the case,” and “[insight] into interpersonal be-
havior and motives.”14(p102)

Analysis
Researchers used the archival documents and doc-
umentation of activities to create an illustration of
the events as they unfolded in each community. The
archival documents provided historical context for
how and why certain events were carried out in each
community. The activity documents described what
happened in each case study, including what each
community chose as an intervention, how they op-
erationalized their activities, and results.

Researchers conducted content analysis of the
recorded observations from each community using
a 3-step process. First, the narrative data were seg-
mented for coding. Second, 3 coders independently
coded the data segments utilizing an a priori coding
schema based on the 10 dimensions of community
capacity described in the literature. These dimen-
sions were used as the researchers were primarily
interested in how the CHD process engaged com-
munity different elements of capacity. Intercoder
agreement was 94.5%; the few discrepancies were
resolved through discussion and consensus. Once
the data were grouped by theme, coders as-
signed a rating for each dimension of community
capacity—low, moderate, or high. Low indicated
that the community had minimal capacity in that
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aspect; therefore, the community did not meet the
standard created by the construct’s definition. Mod-
erate was characterized as partially demonstrat-
ing the construct, and a high rating indicated that
the community fully demonstrated that element
of capacity. Finally, the research team analyzed
the relationships among the dimensions for each
community.18 Ultimately, determination of project
success was based on whether each community ac-
complished the intervention it set out to do.

RESULTS
Results for each case are presented below.

Case 1
In a 2010 health status assessment, residents from
the first county said that while the rural nature of
their community had advantages, like a relaxed pace
and low-crime rate, it also made accessing resources
difficult.19 Residents also described the community
as collaborative and having strong leadership.19 Ru-
rality and collaboration factored into the PACE
project in case 1. The workgroup in case 1 met
9 times from February 2012 to April 2013. Their
workgroup consisted of representatives from the lo-
cal press, the Texas State Parks, local government,
and community-based organizations. They decided
to target families by increasing awareness about
a low-cost, family-friendly method of physical ac-
tivity called geocaching. Geocaching is a high-tech
treasure hunt that uses a GPS-enabled device to lo-
cate hidden treasures, or “caches.” The workgroup
planned a Cache Dash, a 6-week competition across
the county to see who could find the most hid-
den caches. The competition kicked off with an
event held at a local State Park in February 2013.
Case 1 implemented its planned initiative; thus, the
case 1 PACE Project met its stated project goal.
The CHD process in case 1 progressed smoothly
from the assessment to the planning phase; however,
during the workgroup’s planning activities they en-
countered turnover in leadership; consequently, the
workgroup circled back to the assessment phase.
With new leadership in place, the workgroup went
back to planning and then implemented the inter-
vention activity.

Overall, 7 of the 10 dimensions of community ca-
pacity were identified throughout the CHD process
in case 1: leadership, civic participation, skills, re-
sources, community history, critical reflection, and
social and interorganizational networks. Skills, re-
sources, community history, and critical reflection
were all rated as high. Leadership and access to so-
cial and interorganizational networks were rated as
moderate, and participation was rated as low.

Case 2
Past health assessment findings in case 2 indicate a
high rate of overweight and obese residents, with
64.3% of residents having a body mass index above
25. In addition, the community has a large popu-
lation of retirees and older adults. Residents cited
a lack of resources and services for older adults
in the county. Because of the high rates of obe-
sity and lack of opportunity for older adults, the
workgroup in case 2 chose to focus on physi-
cal activity with seniors.19 The workgroup in case
2 met 13 times from August 2012 through Jan-
uary 2014. The workgroup, comprising commu-
nity members from the local government, health
care, and community-based organizations, devel-
oped 2 initiatives: (1) build exercise stations in a
community park alongside a walking trail and (2)
increase options for seniors to be physically active.
The workgroup partnered with a local senior cen-
ter, Texas A&M Evidence-Based Programs, and a
local community nonprofit. The workgroup raised
money locally and formed the necessary partner-
ships to install the exercise equipment in the park;
however, it never implemented the project because
of a change in leadership. The workgroup success-
fully partnered with a local senior center and Texas
A&M Evidence-Based Programs to implement an
exercise class for seniors. During the CHD process,
the workgroup moved back and forth between as-
sessment and planning during the first year of the
project and did not implement an intervention un-
til October 2013—14 months after initiation of the
project.

While case 2 demonstrated the same 7 primary
dimensions of capacity, its levels varied. Both lead-
ership and civic participation started out high but
then decreased over time. The workgroup had high
understanding of community history and access to
social and interorganizational networks; however, it
had moderate levels of skills and resources and low
levels of critical reflection or reflexivity.

Case 3
Obesity is also an issue in case 3, as indicated by a
2013 health status assessment.19 Similar to case 2,
case 3 has a large population of underserved older
adults. Consequently, case 3 chose to focus on phys-
ical activity among seniors for its PACE project.
The workgroup met 8 times between May 2013
and January 2014. Community members involved
in the PACE Project were representatives from
the local government, health care, school district,
community-based organizations, and Texas A&M
Evidence-Based Programs. Case 3 workgroup
members planned 3 initiatives: (1) coordinate
current physical activity resources in the county, (2)
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link programs with venues within the county, and
(3) increase the number of exercise opportunities
available for seniors.

The case 3 PACE Project ultimately completed
all of its project goals. It coordinated current phys-
ical activity resources in the county by creating a
community resource list and linked programs with
venues within the county by facilitating the ex-
pansion of current programs into new locations. It
also increased the number of exercise opportunities
available for seniors by implementing an evidence-
based physical activity program at a local senior
center. In addition to meeting its project goals, case 3
also sustained its programs following the end of the
project. The workgroup pursued outside funding to
expand the programs offered and implemented new
initiatives. During the CHD process, the workgroup
progressed through the assessment, planning, and
activity phases for its first initiative; however, based
on early failures and lessons learned in initial activi-
ties, it went back to the assessment phase to reassess.
The workgroup decided to change its intervention
focus, developed a new plan, and then proceeded
successfully into the activity phase of the project.

Case 3 exhibited high levels of all 7 dimensions
of capacity observed during its CHD process—
leadership, civic participation, skills, resources,
community history, critical reflection (reflexivity),
and social and interorganizational networks.

DISCUSSION
The CHD process gives communities a framework
to apply their existing capacity to address health is-
sues. This structure occurs at a community level of
analysis; thus, it is an emergent property specific to
community-level systems. As capacity is mobilized,
it can enhance a community’s ability to deal with
issues and produce change.

As evidenced by the 3 cases, 7 dimensions of com-
munity capacity were consistently observed in these
communities throughout the CHD process. These
dimensions include (1) community history, (2) civic
participation, (3) skills, (4) resources, (5) leader-
ship, (6) critical reflection (reflexivity), and (7) so-
cial and interorganizational networks. All 3 cases
had a strong understanding of community history,
regardless of their progress, delays, or successes over
time; therefore, this construct appears necessary but
not sufficient for community change. Civic partici-
pation, skills, resources, and leadership were seen
as overlapping dimensions, that is, they consistently
grouped together in the analysis. For instance, when
case 2 had challenges in implementation, it had low
ratings of all 4 characteristics. Case 3 had high rat-
ings of these over time, and ratings improved in case

1 as it remobilized after addressing challenges. In
all 3 cases, access to social and interorganizational
networks was seen as an emergent property that
occurred when participation, skills, resources, and
leadership were operationalized successfully Finally,
reflexivity occurred only when the other 6 dimen-
sions were seen at high or moderate levels. Case 2
was a unique case in that when participation was
high at the beginning of the project, access to social
and interorganizational networks was also high;
however, as participation decreased, so did access
to networks. Therefore, the patterns that emerged
from this multiple case study suggest that of the 7 di-
mensions of capacity that are mobilized as resources
in the CHD process, reflexivity and access to so-
cial and interorganizational networks emerge when
other aspects of capacity are high. Three dimensions
of capacity not directly observed within these case
studies were community power, community values,
and sense of community. These dimensions may well
be important to a community’s success over time or
ability to sustain initiatives; however, during the 3-
year PACE Project, they were not explicitly identi-
fied in the CHD process during observations.

Since CHD is a framework that employs local
capacity to address health issues, success is based
on capacity already present within a community,
as well as the community prioritization of the par-
ticular health issue addressed. As mentioned, 7 di-
mensions of capacity were identified as active in the
CHD process. These dimensions can be observed
when capacity is used as a local resource to address
health issues and can occur in varying degrees. Not
all dimensions are initially influenced by CHD be-
cause as the process engages local capacity, reflex-
ivity and access to social and interorganizational
networks emerge.

IMPLICATIONS FOR ADVANCING THEORY
IN HEALTH PROMOTION AND COMMUNITY
HEALTH
These findings have important implications for
practice and research. The CHD can be a use-
ful framework to address community health issues
and influence capacity. However, if communities en-
counter difficulties in addressing needs, these find-
ings suggest that should focus on improving civic
participation, skills, resources, and leadership. Af-
ter a community has strengthened capacity in these
4 areas, they may recognize subsequent capacity in
their access to social and interorganizational net-
works as well as critical reflection processes.

The CHD allows communities to go about
problem solving based on local preference, while
providing structure to process milestones, which
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are necessary to identify and prioritize issues. The
current study highlights how 3 rural communities
engaged in a CHD process to increase access to op-
portunities for physical activity and through their
efforts, allowed the research team to observe char-
acteristics of community capacity demonstrated in
various ways. While the generalizability of the study
may be limited, community-based intervention is
complex and context-driven in general, making
generalizability difficult; this does not detract from
the value of the study findings. The existing commu-
nity capacity literature suggests that the dimensions
of capacity are interrelated without much clarity
as to how they relate to each other or to capacity
as a whole, nor how to measure each dimension
distinctly.11 The findings of these case studies
indicate the importance of certain dimensions rela-
tive to others in the success of a community-driven
health initiative; this provides an important starting
point for further research to explore the complex
relationships among the dimensions of capacity
and develop stronger measures that account for
them.
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