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Objectives. We created indicators of local public health agency capacity to engage in
community-based participatory public health.

Methods. We sent a survey of 27 items reflecting aspects of community-based partici-
patory public health to 429 employees in 4 local health departments. Two thirds (n=282)
responded. We performed a factor analysis to identify components of community-based par-
ticipatory practice.

Results. We identified 4 factors: (1) the agency’s and (2) the individual employee’s skills
in working with community groups and minority populations, (3) the extent and frequency
of agency networking, and (4) community participation in health department planning.

Conclusions. Our findings suggest that it is possible to measure the competencies
needed by health department staff to engage in community-based participatory public
health. (Am J Public Health. 2003;93:472–476)
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nity resources to address community-defined
priorities.8

Yet, little is known about the organizations
and staff competencies of public health depart-
ments in community-based participatory public
health. With regard to core functions outlined
by the Institute of Medicine,7 public health re-
searchers have given attention to the role of
public health practice,9 the articulation of 10
essential public health services,6 and methods
to assess the performance of health depart-
ments.10–13 For a local health department inter-
ested in attempting more of a community-
based participatory approach, however, little
guidance is available in terms of how to iden-
tify and monitor the acquisition of necessary
skills and competencies. This article presents
our attempt to operationalize such competen-
cies and measure the performance of 4 health
departments and their staff in community-
based participatory public health practice.

METHODS

The Community-Based Public Health
Initiative

In 1992, the W.K. Kellogg Foundation
launched its 4-year, $16 million Community-
Based Public Health (CBPH) Initiative. The
CBPH Initiative was designed to “strengthen
linkages between public health education and
public health practice by forming formal part-

nerships with people in communities.”14 In
North Carolina, community-based organizations
in 4 counties, their county health departments,
and faculty from the School of Public Health,
University of North Carolina at Chapel Hill,
sought to achieve this goal by coming together
in a consortium to define and address the pub-
lic health issues important to the residents of
these counties. The goals of the consortium are
to (1) improve minority health in 4 African
American communities, (2) make public health
services and education programs more respon-
sive to the needs of these communities, and
(3) ensure a key role for community-based or-
ganization partners in shaping public health
services and working with health professionals
in their communities.15

To achieve the latter 2 goals, the North Car-
olina consortium implemented 3 strategies to
promote change in the 4 participating local
health departments. One strategy created coali-
tions in each county, consisting of representa-
tives from the 3 partners. The organization of
these coalitions emphasized the importance of
shared decisionmaking among community
groups and agencies in identifying health prob-
lems and strategies to solve those problems;
this prevents the health department, as the
local health agency, from having to make these
decisions alone. A second strategy developed a
health department position in 1 of the counties
in which a tenure-track university faculty mem-

Public health has always been thought of as fo-
cusing on the health of populations, but criti-
cism has risen in recent years about the domi-
nance in this field of scientific paradigms and of
research and practice methods that emphasize
the individual as the unit of practice and analy-
sis.1,2 Along with this criticism has come the call
for more of a community-based participatory
approach to public health practice and research
from public health institutions and scholars—a
call that recognizes the value of involving the in-
tended beneficiaries throughout all phases of
program planning, implementation, and evalua-
tion.2–5 Federally funded programs such as the
Racial and Ethnic Approaches to Community
Health (REACH 2010) initiative of the Centers
for Disease Control and Prevention and various
environmental justice and community interven-
tion projects of the National Institute of Environ-
mental Health Sciences seek to eliminate the
growing health disparity between persons of
color and majority populations in the United
States. These programs are designed to engage
communities and health agencies in a research
enterprise that emphasizes collaborative inquiry
and works to change organization-, community-,
and individual-level factors that contribute to
health disparities.

A crucial component of the public health in-
frastructure is workforce capacity and compe-
tency, defined by the Centers for Disease Con-
trol and Prevention as the expertise of the
approximately 500000 professionals who
work in federal, state, and local public health
agencies to protect public health.6(p6) Thus, any
successful community-based participatory pub-
lic health intervention must have the involve-
ment of local public health department staff.7

Such involvement implies that health depart-
ment staff need competencies that enable
them to (1) enhance the capacity of commu-
nity members to serve in partnership endeav-
ors, (2) appreciate the role of participation by
underrepresented or underserved populations,
and (3) develop skills for mobilizing commu-
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TABLE 1—Original Survey Items and Measured Community-Based Participatory Practice
Competencies

In general, on a 3-point scale of high, medium, or low, how would you rate the skills of your agency in the following areas?
1. Working with community groups
2. Community assessment
3. Community organizing
4. Program planning
5. Advocating needs in the community
6. Communicating with minority populations
7. Influencing public health policy

In general, on a 3-point scale of high, medium, or low, how would you rate your own skills in the following areas?
8. Working with community groups
9. Community assessment

10. Community organizing
11. Program planning
12. Advocating needs in the community
13. Communicating with minority populations
14. Influencing public health policy

Community participation in health department planning
15. How often does your agency consult community members before new programs are introduced in their community? 

(never, rarely, often, always, don’t know)
16. How often do the programs you work with use feedback from the communities you are serving to make decisions on 

these programs? (never, rarely, often, always, don’t know)
17. How often do the programs you work with address problems identified by the community, when public health statistics 

point to different problems? (never, rarely, often, always, don’t know)
18. Does your agency have a regular procedure for residents to give feedback on services and programs? (yes, no)
19. Were community members asked for their opinions or perceptions concerning the health status of their community in 

the latest assessment? (yes, no)
Agency’s frequency of networking with other community agencies and groups (response categories: “always,” “often,”

“rarely,” “never,” and “don’t know”)
20. How often does your agency jointly plan program activities with other agencies/organizations?
21. How often does your agency communicate or network about its activities in certain communities with other local 

agencies or organizations serving the same communities?
22. How often does your agency exchange resources (subcontracts, personnel, equipment, etc.) with other agencies or 

organizations?
Assessment

23. How often has your agency’s assessment tried to identify the strengths as well as the weaknesses of the communities 
it serves? (never, rarely, often, always, don’t know)

24. How often does your agency conduct a community assessment (or community diagnosis) in your catchment area? 
(annually, every 2 years, every 3 years, never, don’t know)

25. In the latest assessment, were you as staff asked your opinions or perceptions concerning the health status of the 
communities you serve? (yes, no)

26. How often have you used the findings from the health department in your work? (never, rarely, often, always, don’t know)
27. How often has your agency presented the findings from assessment activities to all agency staff? (never, rarely, often,

always, don’t know)

ber had a half-time appointment at the health
agency and a half-time appointment at the
School of Public Health. A third strategy estab-
lished a series of retreats for health department
staff to explore and discuss the definition of
community-based participatory public health
and ways to promote changes needed within
their agencies to engage in such an approach.

The North Carolina consortium employed a
multiple case study participatory evaluation de-
sign, with each county coalition, the overall con-
sortium, and the academic partners all serving
as single cases. Evaluation of the North Carolina
consortium was done by staff of the University
of North Carolina Center for Health Promotion
and Disease Prevention. As part of the evalua-
tion activities, a survey questionnaire was devel-
oped and administered to the 4 county health
departments to examine the effects of the
CBPH Initiative on each organization and its
staff. The first draft of the instrument was devel-
oped by evaluation staff with prior experience
in assessing community-oriented primary care
programs in the United States. The initial draft
was then shared with members of each coali-
tion to elicit and incorporate their suggestions
for additions or revisions to the instrument. The
instrument’s primary focus was on measuring
competencies in community-based participatory
public health practice. This study describes the
development and validation of this instrument.

Study Sample
The sample for this study consisted of em-

ployees in the health departments of the 4 par-
ticipating counties. The survey was mailed to
all employees whose positions required provi-
sion of public health services to community
members; this included personnel in units such
as maternal and child health, adult health,
health education, dentistry, and sanitation. Ex-
cluded from the sample were personnel with
clerical, security, or home health responsibili-
ties. A total of 429 employees met the selec-
tion criteria. Of these, 282 completed and re-
turned the survey, for a 66% response rate.

Measures
The survey contained 50 items. Of these,

7 elicited demographic characteristics of the re-
spondents, including position with the agency
(2 questions), major area of work, education
level, number of years with the agency, ethnic-
ity, and percentage of the respondent’s salary (if

any) that was paid from CBPH Initiative project
funds. The remaining 43 items focused on the
respondents’ perceptions of the health depart-
ment’s performance and their own perform-
ance in various aspects of public health. Among
these 43 items, 27 items were specific to com-
munity-based participatory public health prac-
tice (Table 1). These 27 items focused on 5 di-
mensions: (1) community-based skills of the
health department as a whole, (2) community-

based skills of the individual respondent,
(3) the health department’s frequency and ex-
tent of networking with other community agen-
cies and groups, (4) community participation in
health department planning, and (5) commu-
nity assessment by the health department.

Community-based skills. Seven items as-
sessed the respondent’s perception of how well
his or her fellow health department staff as a
group performed in areas such as working
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with community groups and minority popula-
tions, program planning, and assessment.
These 7 items were then repeated, with the re-
spondent being asked to rate his or her own
skills. These 14 total items had a 3-point re-
sponse category, with “high,” “medium,” and
“low” as possible responses.

Community participation in health department
planning. Five items measured the respondent’s
perception of the extent to which community
members were involved in planning and imple-
mentation of health department programs.
Three of the items used a 5-point Likert scale,
with “always,” “often,” “rarely,” “never,” and
“don’t know” as possible responses. Two addi-
tional items included 2 response categories,
“yes” and “no.”

Health department’s networking with other
community agencies and groups. Three items
measured the respondent’s perception of his or
her health department’s frequency and extent
of networking with other community agencies
and groups. These items used a 5-point Likert
scale, with “always,” “often,” “rarely,” “never,”
and “don’t know” as possible responses.

Assessment process. Five items focused on the
health department’s community assessment
process. Three of these items used a 5-point
Likert scale, with “always,” “often,” “rarely,”
“never,” and “don’t know” as possible re-
sponses. One additional item included “yes”
and “no” as response categories. The final item,
which asked how often an assessment was per-
formed, used a 5-point Likert scale, with “annu-
ally,” “every 2 years,” “every 3 years,” “never,”
and “don’t know” as possible responses.

Description of Data Analysis
In the first stage of data analysis, our objec-

tive was to determine whether the factor struc-
ture revealed in the data would justify the con-
struction of scales to measure the hypothesized
dimensions. Using SAS (SAS Institute Inc, Cary,
NC), we conducted a factor analysis with an or-
thogonal rotation on responses to the 27 items
intended to measure the 5 dimensions of com-
munity-based participatory public health skills
and competencies. A response of “don’t know”
was interpreted to signify a neutral level of in-
volvement and knowledge of the respondent
that nevertheless needed to be acknowledged;
this response was therefore placed at a neutral
point on the 5-point scales. Where appropriate,

items were reverse-scaled to ensure consis-
tency in the direction of responses. We ex-
cluded from the principal components analysis
102 respondents with missing responses on
1 or more items. Hence, 180 respondents
were included in the principal components
analysis. Their responses to all items were
standardized with z scores for this analysis.

In the second stage of analysis, our objective
was to determine which survey items to retain
for the scales intended to measure the factors—
i.e., the 5 dimensions of community-based par-
ticipatory public health. The Cronbach α was
calculated for each of the factor scales identi-
fied in the factor analysis to assess the internal
consistency of the scales. Finally, to examine
the scale scores among the participating health
department employees, we calculated descrip-
tive statistics for the scales.

RESULTS

On the basis of our articulation of the 5 di-
mensions of community-based skills (of both
the agency staff as a group and the individual
respondent), community participation, network-
ing, and assessment, we expected 5 factors in
this analysis. However, exploratory factor anal-
ysis followed by orthogonal rotation yielded
only 4 factors, according to the proportion cri-
terion. The fifth proposed dimension, assess-
ment process of the health department, did not
emerge from the factor analysis as a discrete
factor.

Twenty of the original 27 items loaded at
.40 or above on these 4 factors and were thus
retained for the next step in the analysis. Items
18, 19, 22, 24, 25, 26, and 27 were dropped
from future analyses, because they did not con-
tribute to explaining variation in the factors.
The next step involved a second factor analysis
in which the 4 factors were specified. Twenty
of the 27 items loaded at .40 or above on at
least 1 of the 4 factors (Table 2).

The first factor had 7 items loading above
.40. These items focused on the respondent’s
perception of the community-based and core
function skills of the health department’s staff.
We named this factor “other staff’s skills.”

The second factor had 7 items that loaded
above .40. These items focused on the commu-
nity-based and core function skills of the re-
spondent. We named this factor “own skills.” As

with the first factor, and based on the results of
the factor analysis, we retained all 7 of the
items that were included to capture the respon-
dent’s own community-based skills.

The third factor had 4 items reflecting what
we called “community participation.” Three of
these items were intended to reflect actual par-
ticipation, and 1 was intended to reflect assess-
ment (“How often has your agency’s assess-
ment tried to identify strengths as well as the
weaknesses of the communities it serves?”).

The fourth factor, defined as “networking,”
contained 2 items that focused on networking
by the health department with other organiza-
tions and agencies in the community. The third
item intended to reflect networking—“How
often does your agency exchange resources
with other agencies and organizations?”—did
not load at .40 or above, so it was not retained.

The Cronbach α ranged from .63 to .87 for
the 4 factors, indicating moderate to high inter-
nal consistency for each scale.

The descriptive statistics for the 4 factors
(Table 3) indicated a moderate level of partici-
patory public health practice in this sample. The
variation and range in the scales suggest that
they may be useful measures of change in com-
munity-based capacity by health agencies.

DISCUSSION

A growing number of public health research-
ers and practitioners have suggested that com-
munity-based participatory approaches to pub-
lic health may add a useful, if not fundamental,
aspect to the practice of public health.2,4,14,15 Ad-
vocates of community-based participatory pub-
lic health approaches suggest that having the
community function as a partner in public
health endeavors will ensure that social and
cultural considerations of public health prob-
lems will be more fully explored and that any
public health interventions will be more re-
sponsive to community needs.2,14,15 As public
health agencies and departments take heed of
these recommendations and strive to incorpo-
rate community-based participatory approaches
in their performance of core functions, they
must be able to characterize and evaluate their
capacities to undertake such approaches. This
use of “community-based” requires moving
away from a definition of “community” as a set-
ting or target in which to place a public health
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TABLE 3—Descriptive Statistics for
4 Principal Factors Identified as
Components of Community-Based
Participatory Practice

Mean
Principal Factor (Standard Deviation) Range

Others’ skills 2.3 (±0.48) 1–3
Own skills 2.0 (±0.46) 1–3
Community participation 2.3 (±0.59) 0.5–4.0
Networking 2.2 (±1.17) 0–4

TABLE 2—Results of Factor Analysis to Identify Components of Community-Based
Participatory Practice

Factor 3:
Factor 1: Factor 2: Community Factor 4:

Item Others’ Skills Own Skills Participation Networking

Eigen value 4.4887 2.5864 1.2779 .7296
Cronbach α .87 .83 .63 .84
Community-based skills of your agency staff as a group in:

community organizing .74 .08 .08 –.04
working with community groups .74 .11 –.01 .03
community assessment .73 .02 .22 .01
advocating needs in the community .71 0 .15 .07
program planning .70 .09 .25 .12
communicating with minority populations .64 .10 .09 .02
influencing public health policy .60 –.07 .24 .03

Community-based skills of yourself in:
community organizing .01 .73 .08 .0
working with community groups .05 .70 –.03 .11
community assessment .04 .63 .14 .01
advocating needs in the community .04 .63 .18 .8
program planning –.01 .66 –.04 .13
communicating with minority populations .06 .43 .26 –.06
influencing public health policy .15 .46 .26 .01

Community participation in health department planning
How often do the programs you work with address .10 .11 .58 .03 

problems identified by the community, when public 
health statistics point to different problems?

How often has your agency’s assessment tried to .13 .16 .49 .08 
identify the strengths as well as the weaknesses 
of the communities it serves?

How often do the programs you work with use feedback .20 .15 .44 .17 
from the communities you are serving to make 
decisions on these programs?

How often does your agency consult community .24 .06 .43 .13 
members before new programs are introduced in 
their community?

Agency’s frequency of networking with other community 
agencies and groups

How often does your agency jointly plan program .04 .12 .14 .79
activities with other agencies/organizations?

How often does your agency communicate or network about .07 .06 .16 .78
its activities in certain communities with other local 
agencies or organizations serving the same communities?

program and toward a definition that recog-
nizes community members as a diverse set of
collaborators/partners with different but essen-
tial sets of skills and resources to contribute to
public health practice.2,16

We identified 4 discrete dimensions of com-
munity-based participatory public health prac-
tice by health departments. Two scales mea-
sured public health staff skills fundamental to
the practice of community-based participatory
public health. Individuals’ assessments of the

skills of others in their agency and of their
own skills, such as community organizing and
working with community groups, suggest that
attention to staff skills is important. Individuals
who seek employment at local health agencies
may have developed these skills in their pro-
fessional training, although the literature sug-
gests that such is not likely to be the case.17

Continuing education strategies to enhance the
skills needed for community-based work seem
warranted.

The other 2 scales measure organizational
practices or processes important to commu-
nity-based participatory public health practice.
The factor identified as “community participa-
tion” highlights organizational recognition of a
community as possessing assets and deserving
decisionmaking power. The key role of a com-
munity in decisionmaking is reflected in ques-
tions about “addressing problems identified by
the community, when public health statistics
point to different problems” or “[using] feed-
back from the communities . . . to make deci-
sions on programs.” An agency’s attention to
the assets of communities, such as human re-
sources available among groups of people, is
essential to viewing the collective power of a
community. Public health agencies are con-
strained by 2 components of the health sys-
tems to which they belong: the standardization
of assessments and interventions inherent in
health agencies and the perception of individu-
als as dependent clients with needs.18 Con-
versely, the alternative of community-based
participatory practice would identify strengths
as well as weaknesses and would address prob-
lems identified by the community when stan-
dardized statistics point elsewhere. Such an
awareness of a community with collective con-
tributions to make to public health decisions
would move agencies away from the limited
focus on deficiencies and need-based practices.

The other organizational practice or process,
“networking,” involves joint communication and
planning among agencies serving the same com-
munities. This scale measures a health depart-
ment’s recognition of the need to combine and
coordinate resources from multiple sectors to ad-
dress the complex social and economic issues
that contribute to the health of communities.
Networking implies that an agency understands
collaboration to be fundamental to community-
based participatory public health practice.
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One limitation of this study was the failure to
capture a factor associated with the core public
health function of assessment. This may reflect
the fact that the items selected to measure that
function portrayed a rather narrow view of as-
sessment. For example, 3 of the 5 items asked
how respondents used data, in contrast to ask-
ing how data were generated or obtained. One
item asked about the frequency of community
assessments, based on the unproven assump-
tion that health departments that engage in
more frequent community assessments may be
more community based. It is noteworthy that
the 1 item that clearly reflected a community-
based principle—attention to the assets or
strengths of communities—was retained by the
factor analysis, but as part of the “community
participation” factor.

A second limitation stems from our study’s
reduced sample, which resulted from both the
66% response rate and the need to exclude re-
spondents for whom data were missing. Al-
though the direction of potential bias was not
apparent, it is conceivable that responses from
the more committed individuals—as indicated
by their completion and return of the surveys—
enhanced the validity of the factors. On the
other hand, the scales may have overstated the
level of community-based capacity in these de-
partments if the nonrespondents are assumed
to have been less committed to participatory
research and practice.

A third limitation involves the use of differ-
ing response categories. Although the use of
z scores diminished the possible effects of
using different numbers of response codes
(e.g., 3 codes vs 5 codes), the use of differently
worded response categories within the same
scale may have affected the psychometric ca-
pabilities of the method.

Through our analysis, we have identified
and measured skills and competencies that
may influence local health agencies’ commit-
ment to community-based participatory public
health. One important issue for the further de-
velopment of these measures is how to refine
the questions and scales that tap into the core
function of assessment.

Our analysis has 2 implications for the prac-
tice of public health. First, our findings suggest
that it is possible to operationalize community-
based performance to guide health agencies as
they determine their capacities to become

more “community based.” For example, depart-
ments can assess their employees’ skills and
provide training, or they can examine how
their policies enhance or impede community
participation. The second implication is that ef-
forts by policymakers and professionals to hold
health agencies accountable can and should en-
compass indicators of “community basedness.”
Unless health agencies know that elected offi-
cials, community members, public and private
funders, and others will evaluate their perform-
ance with regard to their community-based ca-
pacities and interventions, it is less likely that
they will develop and implement such pro-
grams to enhance the health of communities.
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