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Summary

To implement sustainable health-promoting structures in a setting, various agents must work to-
gether. In the Capital4Health research network, participatory stakeholder groups consisting of key per-
sons, stakeholders, representatives of the target group, and facilitating experts are assembled in five
settings (child care center, school, company, rural community, nursing home). In a Cooperative
Planning process, the various groups meet regularly to plan and implement strategies to promote
physical activity across different settings. This study evaluates whether participatory stakeholder
groups have been established and also examines the capacity-building processes that took place in
these stakeholder groups. For process evaluation, 78 group meetings were documented in 16 differ-
ent stakeholder groups using a semi-structured protocol based on established capacity-building
domains. For outcome evaluation, six semi-structured interviews (1-2 per setting) with facilitating
experts were conducted. Data were analyzed by content analysis. Across all settings, capacity-
building processes were successful to a certain degree (e.g. problem assessment, resource mobiliza-
tion). However, in most groups it was difficult to broadly assess problems, to establish sustainable
networks, or to find persons with leadership characteristics. Also, irregular participation, lack of moti-
vation to take over responsibility, and minimal institutional readiness for structural and personal
changes often hindered the progress of the projects. Stakeholder groups can actively involve setting
members in the development of physical activity promotion programs. It seems challenging, how-
ever, to sustainably establish such groups that continue working independently without assistance
from a facilitating expert.

Lay Summary

It is well known that public health programs are most effective when health experts, setting mem-
bers and the target group work together in developing and implementing suitable interventions that
fit the needs of the target group. Stakeholder groups are well suited to facilitate the regular ex-
change between the different agents and the health experts. Although stakeholders are experts in
their various living environments, it is often necessary to expand various capacities in order to suc-
cessfully plan, implement and maintain interventions in the long term. We are interested in what is
required to successfully establish such stakeholder groups, and how the capacity-building pro-
cesses will work in them, in order to understand which capacities are easiest to improve and in
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which domains it is more difficult. Therefore, we monitored 15 different stakeholder groups over a
time span of 3 years; these were assembled in five settings (child care center, school, company, ru-
ral community, nursing home) and addressed interventions for encouraging a physically active life-
style. In total, 78 group meetings were documented using a semi-structured protocol based on
established capacity-building domains. Afterwards, we held interviews with the health experts in-
volved to identify barriers and enablers of the group processes.

Key words: capacity building, evaluation, physical activity, participatory approach

INTRODUCTION

Regular physical activity (PA) is associated with nu-
merous health benefits. It can lower the risk of cardio-
vascular diseases, type 2 diabetes, obesity osteoporosis
and cancer (Riitten and Pfeifer, 2017; WHO, 2010).
Being physically active is important throughout one’s
life: in children and adolescents, regular movement
can improve development (Hills et al., 2007; Janssen
and LeBlanc, 2010) and help control weight (Riitten
et al., 2013); in the elderly, physical activity is impor-
tant for the prevention of falls (Abu-Omar and
Riitten, 2006; Warburton et al., 2006). Nevertheless,
in western industrialized countries such as Germany,
the prevalence of physical inactivity is high. Data from
the World Health Organization (WHO, 2016) showed
that, globally, 23% of men and 32% of women were
physically active, but to an insufficient degree.
Physical inactivity can be named as one of the core
public health problems of the 21st century (Blair,
2009; Kohl et al., 2012).

Physical activity programs should be gender-sensitive
as well as tailored to the different needs of the various
target groups and their respective living and working
environments (Naylor and McKay, 2009; van Sluijs and
Kriemler, 2016; Li et al., 2017). Therefore, the promo-
tion of a physically active lifestyle should be integrated
into the contexts of various settings. Setting-based
health promotion is a key component of the WHO, as
outlined in the Ottawa Charter (WHO, 1986). It pro-
motes changes in the physical and social environment of
a setting that make the healthy alternative the easy one.
These changes are best adapted to the specific needs of a
setting and put into practice when setting members (e.g.
professionals and key actors) are actively involved in the
planning and implementation process (WHO, 1986).
Participatory formats such as facilitated stakeholder
groups can leverage structural changes through the en-
gagement of diverse partners who know the local chal-
lenges, needs and resources best (Minkler ez al., 2003).
Building networks to share knowledge and strengthen-
ing competence and awareness in setting members are

also core strategies of capacity building (Ubert et al.,
2017).

Capacity building has become a central element in
the theory and practice of health promotion since the
WHO published the Jakarta declaration in 1997
(WHO, 1997). Capacity building aims to build health
structures and health services, to empower organiza-
tions and communities to solve their own problems,
and, in terms of sustainability, to anchor programs in
settings to prolong and multiply health effects (Hawe
et al., 1997; Crisp et al., 2000). Capacity building is
meant to make the involved settings responsible for,
and more capable of, conducting and maintaining
health promotion programs (Hawe et al., 1997).
Capacity building can take place on different levels: the
individual level (e.g. training lay people to become
coaches), the group level (e.g. improving the structure,
functioning and learning environment of a project
group), the organizational level (e.g. integrating com-
petences and skills into processes of schools or sports
clubs) and the broader system level (e.g. developing
multi-sectoral partnerships between different stake-
holders and organizations in a rural region) (Hawe
et al., 2000b; Mclsaac et al., 2016; Von Heimburg and
Hakkebo, 2017). It focuses on structural development
as a condition for social and organizational change as
well as individual behavioral changes of the actors in-
volved, either by working with existing groups and
organizations, or by establishing new groups (e.g. in
communities, schools or companies). These groups
should be composed of key persons in the setting, that
is, relevant stakeholders from policy and practice as
well as other citizens.

In the literature, capacity building is acknowledged
as an essential approach for health promotion; still, little
research has focused on practical capacity-building pro-
cesses, especially the collaboration between experts and
setting members (Ubert et al., 2017). Therefore, with
this paper, we intend to contribute to this field of re-
search by examining participatory stakeholder groups
which were led by facilitating experts (Cooperative
Planning) (Riitten, 1997) as a specific strategy for
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Continuous monitoring of the capacity building process in the various
cooperative planning groups of each subproject, using the EVA-protocol.

Semi-standartized interviews
with each project after end of
participatory planning process

Start:
2015

lllllllllliz&‘s

| Process evaluation l

Fig. 1:Overview evaluation process.

fostering physical activity in different population
groups. To achieve this aim, our study examined 16 dif-
ferent participatory stakeholder groups in five different
setting types, which were founded to plan and imple-
ment physical activity interventions. The study (‘EVA’)
was part of a German research
‘Capital4Health’ (Ritten et al., 2019) , which engages
stakeholders in different settings to promote a physically
active lifestyle.
The study intended. . .

consortium

i. to evaluate whether participatory stakeholder groups
have been established in each of the five settings and

ii. to monitor and examine the capacity-building pro-
cesses that take place in these stakeholder groups in
order to understand which capacities could be easily
attained and for which domains capacity building
was more difficult.

METHODS

Research consortium Capital4Health

Capital4Health is a German research network
(FKZ01EL1421A) which focuses on physical activity
promotion within different settings (child care centers,
schools, companies, rural communities, nursing homes)
(Riitten et al., 2019). Five empirical projects established
participatory group processes aimed at planning and
implementing interventions to promote physical activity
in the respective setting (Table 1). The Capital4Health-
consortium is based on theoretical approaches such as
interactive knowledge transfer (Jansen et al., 2012), co-
production of knowledge (Dunston et al., 2009) and
transdisciplinary research (Bergmann et al., 2012), all of
which require the active involvement of setting mem-
bers, stakeholders and policy makers in planning and
implementation. The involvement of different actors
enables the networking of experts with setting members,

ééé@@%%@égm -

’ Outcome evaluation |

who jointly make decisions on content and strategies.
Each setting acted as a case study to explore how co-
producing active lifestyles works among the different
settings using a transdisciplinary whole-system ap-
proach. The evaluation was intended to identify which
challenges and success factors were generic, that is ap-
plied to all settings, and which were specific to some set-
tings, but not for others. The funding period of the
research network was from March 2015 to March

2018.

Design

For the purpose of this study, a longitudinal qualitative
study design was chosen (Figure 1). The ethics commit-
tee of the University of Regensburg granted ethical ap-
proval for this study (15-101-0326). All five projects of
the Capital4Health-consortium agreed to participate in
the evaluation study.

Each empirical project of the Capital4Health-
consortium consisted of setting members, local stake-
holders, and (mostly) target group members, and were
facilitated by health promotion and physical activity
experts on the project staff. Group sizes ranged from 4
to 30 participants, with participant numbers decreasing
in all projects as they progressed over time. The groups
were initiated by the facilitating experts. The settings
were selected and contacted by the respective project
team, or they applied for participation in the project in
response to an advertisement. The stakeholder groups
met regularly, discussed the needs of the target groups,
developed potential solutions, and collectively worked
on implementing interventions in their setting (‘co-oper-
ative planning process’) (Riitten and Gelius, 2014). The
facilitating experts gave informational input based on
the idea of knowledge co-creation (Jull ez al., 2017) and
took over (organizational) tasks when needed or
requested. The facilitating experts helped the group
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Table 2: Assessed domains of capacity building as suggested by Hawe et al. (Hawe et al., 2000b), Goodman et al.
(Goodman et al., 1998), Laverack (Laverack, 2008) and Labonte (Labonte, 2002)

Participation Participation refers to the group members’ active involvement in the discussions and
decision-making processes. Ideally, important stakeholders and key players are rep-
resented in the group, and all group members have an equal say during the
meetings.
Leadership Single participants of the Cooperative Planning group commit themselves to the topic

and the group and advance the decision-making processes. They take over responsi-
bility for the group and start setting the agenda for the meetings.
Problem assessment and solution The Cooperative Planning group can identify problems and carries out actions to re-
solve the problems; the assessment is used to strengthen planning processes.

Critical awareness/asking why The Cooperative Planning group can reflect on assumptions underlying their actions,

and self-analyze and improve their activities over time. They evaluate their inter-

Resource mobilization

ventions and reflect on their own work.

The Cooperative Planning group can raise resources and decide on fair distribution.

The resources can refer to competences and assets from within the group (e.g. spe-

cific knowledge, facilities) and to external resources (e.g. meeting sites/venues, tech-

Links to others

nical support, funding).

The Cooperative Planning group establishes partnerships and coalitions between their

group and others, thereby generating resources and recruiting new members. Links

or partnerships include the exchange of services, the pursuit of joint ventures or a

common interest initiative to change public structures.

Program planning and relationship
with facilitating experts/health
promoters

The facilitating health promoters (or researchers, or experts) need to transform power
relationships to the Cooperative Planning group, such that the group gradually
assumes authority and makes their own decisions. The experts may play an impor-

tant role in the beginning of the group processes, e.g. by giving an overview of the
available evidence, presenting examples of good practice, or giving support and

guidance for organizational tasks. Over time, the experts should reduce their con-

tributions, for the Cooperative Planning group to gain more power of their discus-

sions and decision-making. Thus, it is important to have clearly defined roles and

responsibilities within the group, so the group is able to manage itself

independently.

brainstorm possible interventions, prioritize goals, de-
velop specific actions and finalize a list of actions. In ad-
dition, moderation by the facilitating experts was
intended to ensure communication among the partici-
pating setting members on equal terms and to include all
involved interests in the planning process. The facilitat-
ing experts were asked not to influence the content of
the planned measures. All five projects approved using
capacity-building strategies for planning the recruitment
for and facilitation of the participating stakeholder
groups.

Assessment of capacity building

For the cross-cutting evaluation of the Capital4Health-
consortium, a monitoring instrument for capacity build-
ing was developed for use in all stakeholder groups
(EVA-protocol). The developing process of the EVA-
protocol is described elsewhere (Sauter et al., 2020). It is
based on the most commonly described dimensions of

capacity building in the literature, [see (Goodman et al.,
1998; Hawe et al., 2000a; Labonte, 2002; Laverack,
2008)], and can be downloaded from https://eva.capi
tal4health.de/wp-content/uploads/sites/42/2020/05/eva-
protocol-english.pdf. Table 2 gives an overview of the
capacity-building dimensions covered in the instrument.

Process evaluation

Data were collected between July 2015 and February
2018. For this purpose, the facilitators of all five proj-
ects were provided the EVA-protocol for regular use in
the meetings of their Cooperative Planning groups. The
completed EVA-protocols were sent back to the evalua-
tion team via e-mail after each meeting. A total of 78
completed EVA-protocols was returned by the five proj-
ects. If requested, members of the evaluation team were
also present at the first meetings of the respective stake-
holder groups to assist the project staff in completing
the EVA-protocol. Three of the five projects made use of
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this offer. After each meeting of the various stakeholder
groups, the respective facilitating experts were contacted
(via telephone or e-mail) to reflect upon the described
contents and clarify ambiguous statements, if needed.
The EVA-protocols were mostly filled out by one or two
facilitators. The EVA-protocols were collected until the
end of each project, that is, until the time when the
meetings were discontinued or when the meeting facili-
tation was handed over to a local actor for the sustained
group meetings.

Outcome evaluation

During the four months before the funding period ran
out (12/2017-02/2018), we
structured interviews with the research staff of the five

conducted six semi-
projects concerning the capacity-building process in the
various Cooperative Planning groups. Because one proj-
ect was located at two sites that followed slightly differ-
ent approaches, the evaluation team conducted
interviews with the respective project staff members at
each site. Interviewing stakeholders and setting members
can be challenging because they are not only involved in
the proceedings of acquiring capacities, but must also
evaluate their own work and competences. As a result,
they were not included in the outcome evaluation. The
interview guide was based on the described capacity
domains shown in Table 2, as well as on the theory of
community and institutional readiness (Castaneda et al.,
2012) and the approach of citizen participation

(Arnstein, 1969).

Data analysis

All data (completed EVA-protocols, interview tran-
scripts) were analyzed using deductive content analysis
as recommended by Elo and Kyngis (Elo and Kyngis,
2008). The analysis process was based on the recom-
mendations for qualitative research by Mays and Pope
(Mays and Pope, 1995, 2000). All documents were en-
tered into the analysis software ATLAS.ti 7. Text pas-
sages of each document were coded deductively, using
the concept of capacity building as the theoretical foun-
dation. For this, the evaluation team developed a code-
book with several codes for each of the capacity-
building dimensions shown in Table 2 (e.g. dimension
‘participation’ used codes: ‘equal say’, ‘regular participa-
tion on meetings’, ‘assistance in the implementation of
measures’). After the end of the first coding round, the
coded passages were discussed within the evaluation
team until a consensus was reached, while continually
returning to the coded quotes to check for meaning and
context. Afterwards, final codes were brought into

chronological order to highlight the changes of the re-
spective dimensions over time. Results of the individual
projects were compared with each other in order to
identify similarities and differences in the capacity-
building process across projects, for example regarding
the willingness of groups to take on tasks independently
or the ability to develop solutions to an identified prob-
lem. Next, we aggregated findings to the overall project
level of the Capital4Health-consortium, to check if find-
ings were specific to various settings or recurring across
different settings.

The progress of one capacity-building dimension in a
Cooperative Planning group was determined by specific
examples mentioned in the respective EVA-protocols or
interview narratives, which showed progress in the over-
all goal to promote physical activity in the various
settings.

RESULTS

All five projects had successfully built stakeholder
groups (2-4 per setting) with different agents from the
respective setting (e.g. educational staff in child care cen-
ters and schools, apprentices and their teachers in com-
panies or physicians, nurses, home residents in nursing
homes) that met several times. The project in the nursing
home setting couldn’t implement any measures and dis-
continued the meetings after eight months. All five proj-
ects used a Cooperative Planning approach with
participatory stakeholder groups that were organized
and managed by the project teams. Meetings were mod-
erated by the facilitating experts. The overall objective
of all projects was to promote the physical activity of in-
dividual target groups in their settings. The project
teams were free to determine how this goal was
addressed and implemented in their individual stake-
holder groups. In all projects, the stakeholder groups
employed a participatory approach, so at a minimum,
the stakeholders advised upon the future operations and
were responsible for implementing the commonly
planned actions in their settings. Some projects used a
more structured format, in which the procedure was
specified in advance. Other projects pursued a more dis-
tinctive bottom-up approach, in which working proce-
dures and priorities were decided upon by the group
itself as the meetings processed.

In the following, the processes and outcomes of ca-
pacity building in all five projects are described accord-
ing to the selected domains of capacity building

(Table 2).
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Participation

For recruiting, the five projects implemented different
strategies adapted to the conditions of the respective set-
ting. The spectrum ranged from using existing networks
from former research projects, contacting central politi-
cal institutions (e.g. the mayor of a municipality) and
printing press releases in local newspapers. Once the
participating settings were determined, the participating
stakeholders were also recruited in different ways. The
participants in some settings decided internally which
employees should participate in the group meetings,
while, in other settings, setting members were contacted
by the project group and invited to a first meeting or or-
ganized information events to inform setting members
about the project.

In all five projects, stakeholders and representatives
from different disciplines and institutions participated in
the initial meetings. Data clearly indicate that in all
groups it was difficult to convince stakeholders of a par-
ticipatory approach, and to explain that the measures
would be (co-) developed by the group.

‘The two participating students are reserved and must
be explicitly involved by the moderator through ques-
tions addressed to them. Five employees of the educa-
tional institute regularly take part in the stakeholder
group meetings. However, only two employees are will-
ing to take on tasks outside the meetings in order to
push the project forward.” (Project B, university A, meet-
ing no. §)

The majority of stakeholder groups included repre-
sentatives of the target group, as well as health experts
(e.g. pharmacists, physicians, representatives from
health insurance companies). In two projects policy
makers (e.g. mayor) regularly attended the group
meetings.

In some settings, employees were ordered by their
supervisors to attend the group meetings. In other set-
tings, participation took place on a more voluntary basis
or out of an intrinsic interest. The motivations to regu-
larly attend the meetings over a longer period of time
varied. On an individual level, many participants pur-
sued diverse interests. Members of the sport associa-
tions, for example, hoped to gain new members for their
associations. On an institutional level, some organiza-
tions received a certificate at the end of the project and
hoped to create a positive image by participating in a
health promotion program.

After the first 1-3 meetings, the variety of partici-
pants decreased. Some participants also missed meetings
and attended the groups only irregularly, which slowed

down (decision-making) processes. It proved challenging

to schedule group meetings that could be attended by all
participants, according to the protocols. Participants dis-
continued coming to the groups for different reasons.
Some felt uncomfortable within the stakeholder group
(e.g. representatives not specialized in sports); some dis-
liked disagreements that occurred between individual
participants in the groups. Especially in the rural com-
munities, sports clubs’ members dominated in the group
meetings, which led to a drop out of participants of
other professions, as they felt their perspectives or needs
were neglected.

Some stakeholders did not attend the groups as they
did not expect to derive any personal or professional
benefit from the meetings (e.g. parents from day care
centers) or did not feel responsible for the topic ‘active
lifestyle’ (e.g. firemen in the community). Also, lack of
time (e.g. due to staff shortages), in particular in the
child care centers, was given as a reason for nonattend-
ance in several projects.

“The main reason for the woman from the physiotherapy
center [not to attend to the meetings] was that she
couldn’t afford the time. When I called the fire brigade,
I was told, “That’s not a fire brigade issue, let others do
the physical activity topic”.” (Project D, IP05)

Some groups also had difficulties in reconciling dif-
ferent schedules and availabilities (e.g. in the school set-
ting and company setting). Power imbalances were
present in some stakeholder groups; for example, in one
community group, the mayor dominated the discussions
and set the agenda. Also, in schools and training compa-
nies, participation was more difficult for trainees and
students due to hierarchical structures and dependencies.
The training companies responded by dividing the group
into two more homogenous subgroups, one consisting of
company employees and external stakeholders, and one
consisting of trainees. This approach doubled the orga-
nizational efforts for the research staff.

Some stakeholder groups appreciated the open ap-
proach with its opportunity to determine how the proj-
ect aim should be addressed in their settings and how
activities could be implemented successfully by them-
selves. Others found the approach disconcerting and
would have preferred more guidelines and instructions
from the project team, as they were seen as the ‘experts’;
this also led to drop-outs.

‘Representatives of the local companies do not seem sat-
isfied with the progress of the stakeholder group and
doubt whether future meetings have any added value for
them. Other participants also seem to be dissatisfied
with the sluggish progress and would prefer a structured
approach with concrete goals to be achieved in a given
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timeframe. Participants do not seek for an open ap-
proach or to build new capacities or competences.
Neither are they convinced that they should get actively
involved into the project.” (Project D, community A,
meeting no. 6)

Leadership

Most stakeholder groups did not succeed in developing
leadership over time. According to the interviewed
experts, many participants considered the stakeholder
group as an ‘add-on’ to their other private or profes-
sional responsibilities, and may have had difficulties
identifying with the group. Group members felt that the
facilitating experts were responsible for managing and
leading the project.

‘Stakeholders are generally not willing to take over re-
sponsibility. The group shows a passive “consumerism™:
They want to get as much benefit as possible from the
project, while showing as little initiative as possible.”
(Project D, community B, meeting no. 7)

In single meetings, some participants temporarily
appeared more dominant, especially those who were
used to agenda-setting in their professional lives (e.g.
manager of a company). Across all projects, there was
only one stakeholder group in which a participant as-
sumed a clear leadership role (the mayor in the
community-based project) by setting the agenda of the
meetings, coordinating the implementation of an inter-
vention and taking care of its funding.

‘The mayor assumes the function of a “leader” within
the stakeholder group; he has great support among all
participants and leads the group in cooperation with the
facilitating experts.” (Project D, community B, meeting
no. 5)

Problem assessment and solution

In all stakeholder groups, the participants identified
problems and difficulties in their environment which
prevented people from being physically active. The facil-
itating experts provided inputs in order to stimulate and
inform the discussion about solving these problems.

In the community and the school settings, for exam-
ple, facilitating experts or external experts gave presen-
tations with best-practice examples and suggestions for
promoting physical activity in the respective target
group.

Still, many groups struggled to define concrete goals
for their work. The protocols show differences between
projects which employed a classic bottom-up approach
with the stakeholder groups (e.g. in the community

setting) and projects whose stakeholder groups had a
more structured character with coaching elements (e.g.
in the day care centers); the more open the approach
was, the more difficulties arose when trying to decide
upon a common goal. For example, a stakeholder group
in the community could not agree on a common ap-
proach for a long time, and similar discussions were
held repeatedly, such that some participants lost interest
in the project and only one measure could be imple-
mented. In the day care center setting, the facilitating
experts initiated a process in which the group partici-
pants were supported to set SMART goals, which
guided the stakeholders throughout the Cooperative
Planning process and helped them implement their
measures in a structured way.

“They [stakebolders] couldn’t handle the fact that we
didn’t set off with a clear concept, but that it was they
who were supposed to develop something by themselves,
and to help implement it [in the community], and that
the interventions were not prescribed by us. In any case,
their expectations were different [from ours].” (Project

D, IPOS)

The protocols show that many stakeholder groups
among all settings often produced no results and were
not oriented toward solutions. Stakeholders were often
satisfied with implementing one or two (small) interven-
tions in their setting, but were not willing to address fur-
ther problems.

‘The teachers report about their PA-classes and it shows
that they stick to their conventional previous experiences
and methods of teaching PA-lessons. New ideas are only
rarely considered.” (Project B, school 3, meeting no. 3)

Critical awareness

In many projects, the stakeholder groups repeatedly
reflected upon and discussed how their interventions were
accepted and used by the target group. For example, in
the community setting, the stakeholder group had initi-
ated a trial offer of a range of courses among sports clubs,
at a low price without membership. After six months, the
group evaluated the reach of the offer, and concluded
that the SportCard should also be available to women, so
they could motivate their husbands to participate in the
program in order to reach more men of the target group.

[The participants suggested the] possibility to involve
the wives and partners into the intervention by promot-
ing a PartnerCard. This is considered a solution-
oriented action, and it integrates the aspect of social sup-

port.” (Project D, community B, meeting no. 8)



Capacity building in participatory stakeholder groups

ii73

Resource mobilization and links to others

In most stakeholder groups, mobilization of resources
was connected with the search for allies and persons or
institutions that would support the implementation of
intervention. Four out of five projects have succeeded in
establishing links and coalitions with other (local) part-
ners in order to secure funding, obtain personnel sup-
port, increase dissemination (e.g. through advertisement
of sports events), and applying for financial support
from health insurance companies. For example, external
funds could be mobilized for the production and print-
ing of leaflets listing suitable courses suitable for men
over 50 from the local sport clubs. Also, the stakeholder
groups of the child care setting were able to find part-
ners who were willing to financially support conversion
measures in the day care centers or to implement new
movement activities for the children. In two stakeholder
groups, contacts to external partnerships were estab-
lished through the facilitating experts (e.g. inviting PA-
experts who coached the stakeholder groups). In gen-
eral, the stakeholders did not seek to implement larger
or longer-lasting networks. Some groups were reluctant
to grant external actors much insight into their work
processes and potential conflicts within the team (e.g.
some child care centers). Others doubted that external
partners could make a difference in achieving project
goals (e.g. the school setting, community setting).

The [facilitating] research team proposes to contact
other organizations in which many men usually come to-
gether [in order to increase the reach of the interven-
tions], but this is not considered necessary by the group
members present at the meeting. The stakebolder group
cannot think of any adequate contact persons at those
organizations either, who could be useful for them.’
(Project D, community B, meeting no. 10)

Program planning and relationship with
facilitating experts

For the most part, the relation between the facilitating
experts and the stakeholders was described as a partner-
like relationship. The experts kept the group meetings
running, scheduled new meetings, planned the contents
of the and moderated
Stakeholders saw no need to change this distribution of

group meetings them.
tasks and take on more project management tasks.
Stakeholders always had a say and were enabled to
make final decisions on the interventions to be imple-
mented. Some of the facilitating experts found it chal-
lenging to keep the balance between a bottom-up
approach, knowledge transfer regarding physical activ-

ity (interventions), and the expectations of the

stakeholders to obtain guidance and clear advice from
the experts.

‘When you integrate coaching elements, it [the coopera-
tion with the stakeholder group] follows more of a top-
down approach. But I think that a few top-down ele-
ments are not completely wrong, because [the group
members]| ask for it.” (Project A, IP02)

Establishing sustainable stakeholder groups as an in-
dependent structure in the settings proved to be difficult
in all projects, regardless of a top-down or bottom-up
approach, as responsibilities for (organizational) tasks
and project management remained by the research team
until the end of the funding period. Some of the groups
never adopted the project as their own, but rather con-
tinued to consider it as an initiative of an external group
of scientists. The facilitating moderators were expected
to take over the main responsibility as well as the sched-
uling and agenda-setting if they intended ‘their’ project
to continue successfully.

‘Sometimes 1 had the feeling that if we hadn’t taken the
initiative, if we hadn’t arranged some action in the com-
pany, set a new group meeting, the whole thing would
have tailed off. Recently I also heard from the company,
“Currently we’re not doing anything,” and somehow 1
have the feeling that this is not really going to continue.’
(Project C, IP04)

‘Single participants are very committed. However, the
organization and moderation of the meetings is still ex-
clusively handled by the facilitating expert. It is expected
that the project will end when the experts withdraw.’
(Project D, community A, meeting no. 9)

DISCUSSION

Principle findings

In all five settings, participatory stakeholder groups that
met regularly for a certain amount of time to talk about
physical activity interventions for their respective setting
were successfully established. Except of one, all projects
successfully implemented local measures for increasing
physical activity among different target groups (kinder-
garten children, apprentices, pupils, men aged 50+). At
the beginning of the Cooperative Planning process, most
stakeholders struggled with the participatory and open
approach that was pursued by the facilitating experts.
There were diverging expectations and misunderstand-
ings about the roles and responsibilities of facilitators
and group members. Over time, the structuring of meet-
ings and the joint setting of goals helped form a cohesion
among group members and between group members
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and the facilitating experts. Stakeholder meetings that
followed a pronounced bottom-up approach had more
difficulties in achieving progress, which led to the frus-
tration and drop out of some group members. Capacity-
building processes were successful to a certain degree
(e.g. problem assessment, resource mobilization). Still,
the readiness to change (themselves, their setting) was
low among some stakeholder groups such as school
teachers, or company employees. Many stakeholders
were also reluctant to assess problems in a broader way
for example by learning more about the environmental
impacts on physical activity in their respective setting.
Most groups could effectively built (temporary) net-
works and mobilize resources, which helped implement
physical activity interventions. The groups anchored a
project idea in their setting and made other setting mem-
bers aware of the relevance of a physically active life-
style. However, the issue of physical activity did not
achieve a particularly high priority in most settings,
which may explain why commitment and readiness for
change was unsatisfying. While rating the issue as inter-
esting, the stakeholders didn’t always consider it as rele-
vant to their context or within their personal
responsibility. The stakeholder groups were not moti-
vated to take an active and responsible role and had less
of a steering function but more an informing and guid-
ing character. Sustaining the stakeholder groups for a
longer period of time seems challenging, especially when
the facilitating experts withdraw at some point in time.

Strengths and limitations

This study focused on the capacity-building processes
among stakeholders from different settings. The contin-
uous documentation of capacity-building processes us-
ing the EVA-protocol yielded a comprehensive and rich
data set. The protocols have proven to be a suitable
method for facilitating experts to check on progress in
capacity building, in order to identify the specific needs
of the group. Findings from this study are, in some
aspects, specifically adapted to German conditions and
reflect specific German situations (e.g. the German
school or training system) and may not be easily trans-
ferable to other countries. One main drawback is that
the procedures in the different settings were not stan-
dardized across projects, but were adapted to the respec-
tive needs in the particular context. There were
significant procedural differences in terms of project du-
ration (ranging from 6 months to 1.5 years), goal setting
(increase daily steps among children, increase awareness
of sport-related health skills among pupils and apprenti-
ces, create sports opportunities for men 50+ vyears),

participation (voluntary or by hierarchical order) and
available skills and competences among stakeholders
(due to age, professionality, learning skills). Therefore,
the comparability of the capacity-building processes be-
tween the various settings and between the different
stakeholder groups may not be entirely provided.

However, the selected target groups were not always
a representative reflection of the respective settings (e.g.
apprentices are only a subgroup in the company setting),
while other employee groups might have been better
represented.

Comparison with other studies

There are only a few studies that have monitored the
capacity-building process of participatory stakeholder
groups simultaneously in different settings with the aim
to promote a physically active lifestyle.

In a review about community capacity building for
physical activity promotion, Ubert et al. (2017) de-
scribed that, typically, a wide range of partners were in-
volved, such as representatives from the municipalities,
local health departments, ageing units, community
organizations, peers (older adults) and sports clubs. This
is comparable to our study, which found that the stake-
holder groups were formed of various representatives
and key persons. Ubert et al. also pointed out that the
coalitions’ function and degree of formalization varied
considerably, from a formalized partnership with clearly
defined responsibilities, to a more participatory ap-
proach wherein the coalitions decided which preventa-
tive actions they would take. Also, within our sample
(five projects), the capacity-building concept was imple-
mented in varying grades of the openness and active in-
clusion of stakeholders and their ideas and decisions.
For example, the intervention in the day care centers
had a substantial training component that educated the
staff about the steps to take. A similar procedure was
followed in a Canadian capacity-building intervention
for increasing physical activity and decreasing sedentary
behavior among children (Hassani et al., 2020). They
used a multi-level training procedure, consisting of a
‘train the trainer’ program and a website-based toolkit
to assist stakeholders in program planning and to pro-
vide weekly active play ideas.

However, there are several studies that address bar-
riers similar to those found in our study, which may not
use the term ‘capacity building’, but follow comparable
participatory approaches (e.g., community-based partic-
ipatory research, community-academic research) by
establishing working groups with setting members as co-
researchers and academic investigators to develop and
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implement setting-appropriate interventions. Gaining
the trust of setting members by simultaneously convinc-
ing them of the efficacy of a participatory approach with
an unknown outcome has also been acknowledged as
challenging by a school health promotion intervention
with local school working groups (Verjans-Janssen
et al., 2020). This Dutch project also described the cru-
cial role of the involved health promotion advisors, who
needed to find adequate partners, and to work out the
right balance between bottom-up and top-down strate-
gies for a working group. This process is reflected in the
several loops between top-down and bottom-up
approaches that were observed in various stakeholder

groups of the Capital4Health-consortium.

Implications for policy and practice

Participatory stakeholder groups can be an effective way
to implement local interventions for promoting physical
activity among different target groups and to raise
awareness for physical activity promotion among organ-
izations. Our results also show that participatory pro-
cesses may be a gold standard for public health experts
(Minkler and Wallerstein, 2011), but are not common,
to date, for stakeholders in our study and appeared chal-
lenging, as participation was unstable and sometimes
discontinued. Based on our findings, we recommend the
following actions: First, be transparent about the tasks,
roles, and responsibilities of each agency and the facili-
tating experts, both for the short-term as well as long-
term processes, to prevent incorrect expectations and
miscommunications (Mayer ef al., 2017). Second, shar-
ing resources, advice, information, and connection be-
tween participants can push a project forward and help
to improve capacities (link to others, resource mobiliza-
tion) (Simmons et al., 2015). Third, build trust between
all participants, including citizens, and prioritize the
needs of the target group. Fourth, using system science
methods can also be another promising way to identify
different agencies of a system, how they interact with
each other, and which emergent effects these interac-
tions produce (Luke and Stamatakis, 2012). System
thinking can be a useful tool to help identify and articu-
late the interests and roles of all actors in a system who
should be involved in a prevention program and can fur-
ther foster an inclusive, collaborative and open process
that encourage diverse views and helps develop a shared
understanding and joint commitment of aims and causes
and mobilizes knowledge for solving problems (Wutzke
et al., 2016; Haynes et al., 2020). Fifth, select a person
with leadership characteristics before starting a stake-
holder group, as opposed to our method, which

demonstrated that no particular stakeholder, evolving
over time, to adopt the responsibility of becoming a
leader. In the Dutch FLASH intervention, Van Dongen
et al. (van Dongen ef al., 2019) demonstrated the posi-
tive effects referenced below. This school-based capac-
ity-building project established a healthy
coordinator, who acted as a leader for the project. He
was responsible for creating a network of people repre-
senting the setting and support for prioritizing and de-
signing health promotion interventions. In this way,

school

responsibilities for the project were anchored in the set-
ting from the outset, which helped to create acceptabil-
ity by the setting members. Finally, don’t expect
stakeholders to do everything voluntarily and without
compensation. Funding agencies often do not provide
reimbursements for local project partners. It can be diffi-
cult for a (paid) research team to explain to local part-
ners, why they should actively participate in achieving
program goals and implementing interventions absent
any form of incentive. The appreciation of volunteer
work can be expressed, for example, by providing child
care, covering travel costs, suppling financial incentives
or offering scholarships to participate in training pro-
grams (Leeman et al., 2015; Nelson et al., 2004).

CONCLUSION

Establishing participatory stakeholder groups in a set-
ting can be an effective way to raise awareness for the
promotion of physical activity in living and working
environments. Involving stakeholders can help to spread
the project idea within the setting and can be supportive
in implementation and advertising interventions. On the
hand, establishing participatory stakeholder
groups as independent, sustainable working agencies

other

seems difficult, especially when it requires voluntary
work or extra working hours. Thus, the project coordi-
nators must be aware that it requires much effort to es-
tablish and manage such groups, and that not every
participant is interested in extending his or her capaci-
ties. Promoting responsibility, leadership or novel net-
works seems challenging.
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