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Abstract

Objectives: To describe a conceptual framework to assist in the application of
capacity-building principles to public health nutrition practice.
Design: A review of the literature and consideration of the determinants of
effective public health nutrition practice has been used to inform the develop-
ment of a conceptual framework for capacity building in the context of public
health nutrition practice.
Result: The limited literature supports a greater integration and application of
capacity-building strategies and principles in public health nutrition practice, and
that this application should be overt and strategic. A framework is proposed that
identifies a number of determinants of capacity for effective public health nutri-
tion action. The framework represents the key foundations for building capacity
including leadership, resourcing and intelligence. Five key strategic domains
supported by these foundation elements, including partnerships, organisational
development, project management quality, workforce development and com-
munity development, are proposed. This framework can be used to assist the
systematic assessment, development and evaluation of capacity-building activity
within public health nutrition practice.
Conclusions: Capacity building is a strategy within public health nutrition practice
that needs to be central to public health nutrition intervention management. The
present paper defines, contextualises and outlines a framework for integrating
and making explicit the importance of capacity building within public health
nutrition practice at many levels.
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Despite the development of public health nutrition (PHN)

as a field of practice over the past few decades, little has

been published to support an assessment of or describe

what constitutes capacity building in PHN practice. A

number of studies have attempted to describe self-reports

of practice as part of workforce development research(1,2)

and others have attempted to articulate the competency

requirements for PHN practice that logically reflect the

work required for effective practice(3,4). A consistent

finding from the present work has been practice-based

activity that reflects a process of development, imple-

mentation and evaluation of population-level interven-

tions as a core function and practice focus for public

health nutritionists(5), and an appreciation of the impor-

tance of building capacity to support action to address

PHN issues. Each of these broad areas of practice is

consistent across health promotion and broader public

health effort. Consideration of capacity building as a

practice concept (what, why and how?) for PHN therefore

is needed.

The present paper draws on a non-exhaustive review

of scholarship in the published and grey literature from

the disciplines of nutrition, public health and health

promotion. This has been considered against the experi-

ence of the authors in practice to propose a conceptual

framework for the application of capacity-building prin-

ciples to PHN practice. This review has enabled a sum-

mary of definitions, attributes and relevance of capacity

building in the context of PHN practice. We propose that

capacity building should be considered a central strategy

in PHN practice, important in all stages of the intervention

planning cycle and relevant to practice at all levels. The

position taken throughout the rest of this paper is that

capacity building should be discussed, described and

evaluated in the same way as we describe other strategic

approaches to public health action. In fact, it is so rele-

vant to effective PHN action that it needs to be considered

in parallel with the accepted programme planning pro-

cesses and methods, so that it is central to practice

and strategic deliberations about public health action.
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This approach follows that proposed previously by

Labonte et al.(6).

Design

A review of the relevant literature was conducted to

inform the development of a conceptual framework to

describe capacity building in PHN practice, assisted by

the observations and experiences of the authors in prac-

tice. The purpose of the literature review was to search

for definitions of capacity building and other relevant

capacity-related terms, and to investigate the use of

capacity-building strategies in PHN practice. Searches of

the peer-reviewed and grey literature were performed.

Keyword searches in electronic journal databases such as

PubMed, CINHAL and the Health Reference Centre and

the Internet search engine Google were conducted. A

dual-staged search approach was adopted. The first stage

involved using common capacity-related search terms

such as ‘capacity’, ‘capacity building’, ‘community capa-

city’ and ‘capacity development’. Search terms used in the

second stage were informed by the literature found in the

first stage of searching, and included a number of other

more detailed capacity-related terms such as workforce

development, partnerships, governance, communication,

infrastructure and leadership.

Defining capacity building

Capacity, capacity development and capacity building

have been terms that have increasingly become part of

the public health vernacular since the Jakarta statement

on health promotion(7). This is particularly true of PHN

activity in the developing world through agencies such as

the United Nations Standing Committee on Nutrition(8,9)

and the FAO(10). These terms were borrowed originally

from applications in the fields of agricultural research

and development (with an emphasis on training) and

management (with an emphasis on organisational

development). Capacity building in this context involves

the protection and development of human, social,

physical and natural capital. These terms are now part

of the jargon of health promotion with variable use

and meanings applied to these terms(11–14). A number

of different capacity definitions used in the public health

literature have been summarised in Table 1, with the

key attributes of each definition highlighted in bold text.

Capacity, most simply defined, is the ability to carry out

stated objectives(15). In the context of PHN practice, it

relates to the ability at various levels (individuals, groups,

organisations, workforce, systems, state, ecosystem) to

perform effectively, efficiently and in a sustainable man-

ner in order to achieve objectives such as improved

health(16). This is also particularly relevant to PHN prac-

tice in developed economies. We argue therefore that

PHN practice in the developed economies of the world

has much to gain in terms of effectiveness, by drawing on

the approaches to capacity building in practice that have

developed from work in the developing countries.

Many of the core functions of public health practice

articulated in different national core functions state-

ments(17–19) relate to capacity building, emphasising the

importance of this activity in PHN practice. This is reflected

also in the specific reference to capacity-building strate-

gies (such as workforce development, research and part-

nership development) in some (but certainly not all)

national PHN strategy plans(20–22). Using Australia as an

example, the national PHN strategy (Eat Well Australia)

explicitly prioritises capacity building as a strategy

imperative that includes workforce development, research

and development, monitoring and surveillance and

communication.

There are multiple uses for the term capacity building

and, as such, reducing this complex term into a single

precise definition would be too limiting. It is however

important for public health nutritionists to understand the

various attributes of capacity in order to prevent potential

misinterpretation, misuse and confusion. A common

understanding of the term relevant to PHN may also

Table 1 Various definitional attributes of capacity building

> The cultivation and use of transferable knowledge, skill, systems and resources that affect community and individual level changes
consistent with public health-related goals and objectives(15).

> System-wide increases in capacity to meet stated objectives whether through increased skills, improvements in information flow or
through increases in resource acquisition(25).

> An ongoing process by which individuals, groups, organisations and societies increase their abilities to perform core functions, solve
problems, define and achieve objectives, and understand and deal with their development needs in a broad context and
sustainable manner(16).

> A continual process of improvement within an individual, organisation or institution with the objective of maintaining or improving the
health services being provided(20).

> The process by which people gain knowledge, skills and confidence to improve their own lives(47).
> As enhancement of the skills of people and the capacity of institutions in resources management through education and training(48).
> Building is an approach to development based on equity, empowerment, and participation and works to strengthen communities,

whether grassroots, inter-organisational partnerships, or networks of agencies, to organise and act to achieve their goals(49).
> Capacity building is an approach to the development of sustainable skills, structures, resources and commitment to health

improvement in health and other sectors to prolong and multiply health gains. It increases the range of people, organisations and
communities who are able to address health problems (e.g. obesity), and in particular, problems that arise out of social inequity and
social exclusion(50).
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encourage more effective integration of capacity-building

principles into daily practice.

A need to bring capacity building to the forefront

of public health nutrition practice

Capacity building has been referred to as the invisible work

of health promotion because it is often done behind the

scenes, rather than as a specific and overt strategy. The

invisibility of capacity building has been described by

Hawe(11) as having been needed for a number of reasons.

Firstly, to ensure others would gain the credit for project

success (and thus projects would be more likely to be sus-

tained by these other parties). In work with sectors outside

of health, Hawe’s work suggests that practitioners perceive a

need to work invisibly because confronting another person

or organisation with an agenda about health promotion

in the first instance is unlikely to set the right conditions

for collaboration. Another reason suggested by Hawe(13) is

that discourse about capacity building is hidden from fun-

ders and administrators because the official purposes of

most programmes are health priority areas and the only

‘legitimate’ activities were perceived to be those directed

specifically to risk factor change among population groups.

This suggests a failure among practitioners and resource

allocators to recognise the importance and potential of

capacity-building activities to be a cost-efficient and

value-adding approach to practice. We contend therefore

that capacity-building strategies and evaluation in prac-

tice should be made visible, communicated, debated and

recognised by practitioners and resource allocators as

important and legitimate strategies.

The attributes of capacity building in practice

A number of attributes of capacity building in practice

need to be described to provide a context for the fol-

lowing framework.

A continual process

Capacity-building definitions often refer to the ongoing or

continuous nature of this activity. Capacity building in

theory is an indefinite process, which can go on con-

tinuously because of the ever-changing conditions of

community issues, forcing practitioners and organisations

to constantly identify and meet new challenges. There-

fore, there cannot be a single product or output of

capacity building. Capacity building should not be per-

ceived as a ‘project’ that is finished once project activities

come to an end(6,23), but as a central component of PHN

process and planning (refer Fig. 1).

A performance focus

Common to all characterisations of capacity building is

the assumption that capacity is linked to performance (i.e.

achieving the goals and objectives relating to improving

health and well-being). A need for capacity building is

often identified when performance is inadequate or

falters and capacity building is only perceived as effective

if it contributes to better performance.

Brown et al.(24) suggest that if capacity is defined as ‘the

ability to carry out stated objectives,’ then capacity

building is a process that improves the ability of a person,

group, organisation or system to meet its objectives or

perform better. Capacity-building interventions, there-

fore, work to improve the processes that go on within the

health system as a whole (improvement in function); the

organisations within the health system (improvement in

function); health personnel (improvement in ability to

perform work functions); and individuals (improvement

in ability to engage productively with the health system

through access to services and influencing resource

management, and improving their own health(24)).

Capacity plays a prominent role in securing health system

performance(25). We argue that performance in the PHN

discipline area can be enhanced with a more overt and

strategic approach to capacity building in practice.

Capacity building and sustainability

The concept of sustainability is widely used inter-

changeably with, or in the context of, capacity building.

In the health sector, the ultimate goal of ‘generalised’

capacity building is a sustainable local health system – so,

any activity, project or change in environment that

improves the ability of a health system to bring about

positive health outcomes is considered a capacity-build-

ing intervention(16).

It has been argued that sustainable effects may not

be the ‘last word’ on whether or not a public health

programme has been truly successful. A better or higher

level indicator of programme success may be that

the intervention renders the community or the partner

organisation more competent, not only to address the

health problem of current interest but also to tackle other

health issues(26). A programme that shows high health

gains but low potential for sustainability may not be as

good an investment as a programme with a more modest

initial health gain but with a high sustainability potential.

A programme that in addition demonstrates that the

partner organisation or community is better able to tackle

other health issues, and not simply the health issue

targeted by the immediate programme, may be an even

better choice(26). PHN practitioners therefore need to

practice with a vision of a community that becomes self-

reliant and no longer in need of specialist support.

Capacity building at numerous levels

Many of the definitions of capacity building refer to

capacity in the context of various levels, such as indivi-

dual, organisational or system capacity. For example,

the capacity of an individual to successfully change
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behaviour may be dependent on their ability to learn,

participate in social networks and appreciate risk and

benefits. The capacity of an organisation to mount

organised efforts to address a problem like obesity (i.e.

obesity prevention) may be limited by its organisational

goals. For example, a hospital (an organisation) that has

its primary objectives to treat the unwell may struggle to

effectively mount an obesity prevention campaign.

Capacity building as core to public health

nutrition practice

Capacity building occasionally happens as an activity in its

own right, but more often is combined with the develop-

ment and delivery of a public health programme. This is

why, in a practice context, it needs to be recognised and

disentangled. As practitioners, we need to be conscious of

capacity building and its place in our practice. Others have

argued that capacity building needs to be considered and

planned in parallel with other strategies in the intervention

management cycle(6). The capacity-building literature out-

side public health suggests the process of capacity building

should be an interlinked, continuing process that consists

of several interrelated elements:

> the assessment of capacity-building needs through a

variety of activities using a variety of tools and

instruments;
> the planning of a capacity-building programme invol-

ving various stakeholders;
> the implementation of the capacity-building pro-

gramme using own resources or resources provided

by others (like the local government); and finally
> the evaluation of the impacts of capacity-building

activities. The last step (evaluation) would then again

restart the capacity-building cycle(23).

This reflects the standard public health intervention

planning cycle common to public health and more latterly

to PHN practice(27–29). Figure 1 borrows from these earlier

models (in particular the ‘Triple A cycle’ developed to

address the causes of malnutrition, which made explicit

the importance of action in the context of capacity) and

conceptualises the various stages of this practice cycle

with explicit identification of capacity building as a cen-

tral and inter-linking strategy process.

Table 2 describes the relevance of capacity as a pre-

requisite for effective PHN intervention management and

how each stage of the intervention management cycle can

enhance capacity.

A capacity-building framework for public health

nutrition practice

Figure 2 depicts a conceptual framework that illustrates

the relationship between the different domains, or

determinants, of capacity building in PHN practice. These

capacity determinants provide a focus for assessing,

planning, implementing and evaluating capacity-building

strategies in practice.

The base of this model represents the key foundations

for building capacity including leadership, resourcing and

intelligence. Building on these foundation layers are five

key strategic domains, including partnerships, organisa-

tional development, project management quality, work-

force development and community development. In this

model, attention to developing each of the determinants

of capacity logically contributes to capacity building, and

as such brings about general public health and well-

being. It is no coincidence that each of these capacity

domains is clearly identifiable in many of the competency

frameworks that have been developed in public health,

health promotion and PHN. This clearly demonstrates the

relationship between capacity building in practice and

practitioner performance.

Leadership

Leadership is essential to building capacity(30) and is lar-

gely about the process of influence(31). Developing lea-

dership across a number of levels of public health action

(jurisdictions, sectors, community) increases the degree

of influence and improving the likelihood that PHN

strategies can be effectively implemented. Building

capacity for PHN practice requires the development of

leadership across all levels of public health action

including political, organisational, community, workforce

and project management levels.

Resourcing

Resources are required to enable action and to support

change within communities. In addition to funding (that

can be applied to recruiting staff, investing in physical

infrastructure, etc.), capacity building also relies on

intangible resources such as knowledge and skills of

people(15), and in-kind contributions from stakeholders.

Define needs 
and analyse 

problems 

BUILD 

CAPACITY

Determinant 
analysis 

Explore

strategy options

Planning and 
prioritisation  

Implementation 

Evaluation 

ACTION 

ANALYSIS

ASSESSMENT 

Fig. 1 Public health nutrition intervention management prac-
tice cycle
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Capacity building is enhanced when resources are able to

be mobilised and when they are allocated effectively. To

build capacity in PHN practice, resources need to be

mobilised from within communities as well as from out-

side funding sources. It is then important to ensure that

resources are not solely allocated to the provision of

services and PHN programmes, but that equal focus is

given to develop human resources, research opportu-

nities and infrastructure.

Intelligence

Intelligence can be defined as information from various

sources that can guide effective and systematic PHN

strategy development and problem resolution(32). This

term refers to the published literature as well as to the

experiences, opinions and knowledge of people working

(practice wisdom) in the field. Capacity can be enhanced

by using such intelligence sources to inform strategy

development. Building capacity in PHN practice requires

significant investment in gathering intelligence to inform

strategy development. This includes conducting a thor-

ough needs assessment to understand the determinants of

the PHN problem and the nature of the target population.

To prevent repetition of previous practice mistakes,

intelligence needs to be shared between stakeholders

and the professional community. Practice wisdom should

Table 2 Capacity prerequisites and capacity gain at each stage of the PHN intervention management cycle

Stage* Suggested capacity prerequisites Capacity gain examples

Assessment Define needs and
analyse problems

Need and problem analysis requires access
to information derived from research,
community and stakeholder consultation
and appropriate analytical expertise

The act of consultation, collation of information
and analysis has independent capacity
building effects. Stakeholders and
communities can be empowered through
genuine consultation and community
priorities can be identified

Analysis Determinant analysis Isolation and description of the social,
economic, environmental and physical
determinants (causative and protective
factors) of public health problems requires
similar prerequisites as above

Dissemination of determinant analysis
results to stakeholders and communities
can assist shared understanding and
decision making regarding priorities and
strategy options

Explore strategy
options

Access to intervention research findings
(what evidence is there that strategies
have worked before) and practice
wisdom-. Consultation and involvement of
the community and stakeholders about
potential solutions

Shared decision making about strategy
options can empower stakeholders and
encourage later target group engagement in
interventions

Action Planning Planning expertise such as familiarity with
logic modelling, project management and
leadership

Participation of stakeholders in planning can
be empowering (as per shared-decision
making). Well-developed plans provide a
structural platform for effective intervention
implementation

Implement the strategy
portfolio

Resources, commitment and engagement
by stakeholders

Implementation (the ‘doing phase’ of
interventions) can consolidate partnerships,
encourage ongoing consultation and
community development

Assessment Evaluation Evaluation skills, access to data, target
group consultation and detailed
understanding of the intervention logic and
context. Evaluation should answer the
question of whether the intervention has
achieved goals and objectives and
sustained outcomes and effects

Evaluation and reflection on strategies and
decision making can enhance shared
understanding, build intelligence and share
learning. The experience of implementation
as measured in process evaluation can
support sustainable gains in community
competence in problem-solving

PHN, public health nutrition.
*From Ewles and Simnett(27), Jonsson(28) and Margetts(29).
-Practice wisdom refers to the knowledge and insights gained from experience in practice, based on observation, previous anecdotal or empirical evaluation,
and reflective practice.
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be considered as a valuable resource that can assist

decision making.

Community development

There is growing evidence that capable communities are

crucial to the success of community-based interven-

tions(33,34). The Jakarta Declaration states that in order for

health promotion actions to be effective, people need

to be at the centre of decision-making processes(35). This

process involves engaging with communities, increasing

their involvement in decisions about health service design

and delivery(34,36), and improving their sense of owner-

ship in the programme(37). A key contributor to building

capacity in PHN practice is community development.

Engaging with the community and encouraging them to

identify their PHN problems, then supporting their

involvement in strategy identification, strategy planning,

implementation and eventual participation are crucial to

building capacity in PHN practice.

Partnerships

Partnerships bring together individuals and organisations

to pursue a shared interest. These relationships are often

required in order to address the many aspects of different

problems. Successful capacity-building partnerships

are those that increase the capacity of parties to work

together effectively(38). A partnership that contributes to

building capacity should comprise a diverse membership

with a shared vision, be able to communicate proficiently

and readily exchange available resources and skills. PHN

problems are often multi-dimensional, requiring a variety

of expertise to address the issue. Creating successful

partnerships brings a diverse array of skills and resources

to PHN practice.

Organisational development

Nearly all capacity-building initiatives work in some way

with and through organisations(39). The structures, pro-

cesses and management systems within organisations

may influence their contribution to capacity building.

Ensuring organisations have mandates and policies in

place to support and direct effort towards PHN issues is

crucial to building capacity in PHN practice. It is also

important that the characteristics of a learning organisation

are adopted to provide a clear direction to focus capacity-

building efforts(26). Characteristics of a learning organisa-

tion include an openness to new ideas and a culture that

encourages and provides opportunities for learning and

innovation. Knowledge of the organisations’ goals and

mission and an understanding of how each person as part

of the organisation contributes are also important(40).

Workforce development

A key component of the public health infrastructure is

workforce capacity and competency(41,42). There is a greater

opportunity to build capacity when workforces comprise

employees with training or experience specific to the issue,

have organisational and management support, have

opportunities for professional development, engage with

the target community and base their practice on intelligence

and intervention research(42). Ensuring that the PHN work-

force is of adequate size and is comprised of competent staff

is essential to building capacity in PHN practice. The multi-

level and multi-disciplinary nature of the work required to

be effective in PHN practice also requires workforce

development to be a core function of the specialist PHN

workforce(5). Up-skilling of health and community workers

(e.g. nurses, teachers) and community leaders in nutrition to

enhance the reach and effectiveness of community-based

nutrition interventions is widely recognised as an important

capacity-building strategy in this field(43).

Project management quality

The quality and effectiveness of project management by

practitioners and their partners may determine how well a

community intervention achieves its objectives. Project

management refers to the planning, organising, directing

and controlling of project resources to complete specific

goals and objectives(44,45). Adopting quality project

management practices improves the capacity to develop

effective strategies to deal with the problem or issue. The

Preffi 2?0 Effective Management Instrument(46) is an

example of the type of standards that have been devel-

oped to guide health promotion project management

quality and are underpinned by practices consistent with

capacity building. Figure 1 identifies project management

quality as a determinant of capacity in PHN practice and

this is further de-constructed and described in Table 2.

Conclusions

Capacity building needs to be acknowledged as a central

health promotion strategy in itself as well as a philoso-

phical approach to PHN practice. Capacity building is a

continual process that acts in parallel at each point along

the public health intervention planning cycle. The present

paper has presented a conceptual framework for capacity

building in PHN interventions, which has outlined a number

of determinants of capacity to focus on capacity-building

efforts that are critical for effective PHN action. This capa-

city-building conceptual framework can be used to assist

the systematic assessment, development and evaluation of

capacity-building activity within PHN practice.
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