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A B S T R A C T   

Objective: The aim of this paper was to develop a framework for the use of the capability approach in health 
promotion projects, which could guide future projects as well as improve the comparability of the projects’ 
effectiveness. 
Method: The study involved a three-stage process comprising a total of six steps. We first developed a theoretical 
model and then analyzed data from four empirical studies that had implemented projects using the capability 
approach between 2015 and 2018 in the settings of kindergartens, schools, vocational training, and communities 
to promote an active lifestyle. Finally, we developed a framework for the use of the capability approach in health 
promotion projects based on the analysis of the data. 
Results: We developed a theoretical model of the “capability cycle,” which was used for further analysis. There 
were divergent understandings of the capability approach due to existing theoretical constructs that are 
commonly used by the scientific teams of the projects. Further, the conceptualization, implementation, and 
evaluation of the capability approach within the four settings showed discrepancies, which inhibited a com-
parison of their effectiveness. The developed framework comprises recommendations regarding the planning of a 
project, its implementation, and especially its evaluation in future comparisons of project effectiveness. 
Conclusion: This paper provides a comprehensive analysis of four projects for which we developed a framework 
using a participatory approach. The findings can help research teams in the conceptualization, implementation, 
and evaluation of future projects that focus on improving capabilities in the field of health promotion. Further, 
the established framework will help facilitate comparisons of capability-oriented health promotion projects in 
terms of their effectiveness.   

1. Introduction 

Ever since the adoption of the World Health Organization’s (WHO) 
Ottawa Charter in 1986, a key focus of public health has been on health 
promotion. The Charter defines health promotion as “the process of 
enabling people to increase control over, and to improve their health” 
(World Health Organization, 1986). It also outlines some prerequisites 
considered essential for health, which include “peace, shelter, educa-
tion, food, income, a stable eco-system, sustainable resources, social 
justice and equity” (World Health Organization, 1986). A rather new 
perspective in health promotion is the capability approach (CA), which 

acknowledges these prerequisites but breaks new ground in conceptu-
alizing efforts that enable people to increase control over their own lives 
and health (Abel & Schori, 2009; Ruger, 2010; Sen, 1980, 1993). 

Nobel Prize winning economist and philosopher Amartya Sen first 
introduced the CA in the context of economic equality in the 1980 s (Sen, 
1980) and subsequently adapted his approach to conceptualize pop-
ulations’ well-being in welfare economics, claiming that the CA “is 
concerned with evaluating [well-being] in terms of [a person’s] actual 
ability to achieve various valuable functionings as part of living” (Sen, 
1993). The CA rests on the idea that available commodities (e.g. re-
sources, goods, or services) are converted by different types of mediating 
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factors into a set of personal opportunities that are referred to as capa-
bilities. Every individual is equipped with his or her own set of capa-
bilities and is free to choose which of the available opportunities to 
realize in the form of behaviors or states of being (or achieved function-
ings in the terminology of the CA). Ruger (2010) conceptualized and 
operationalized the CA for health, suggesting that health capabilities 
consist of an individual’s actual health status as well as the ability to 
make healthy choices. The CA was specifically introduced to the field of 
health promotion by Abel and colleagues (Abel & Frohlich, 2012; Abel & 
Schori, 2009Frahsa et al., 2020) 

The CA constitutes a suitable and comprehensive approach for use in 
health promotion projects for several reasons. First, it respects the health 
prerequisites mentioned above that appear in the Ottawa Charter. Sec-
ond, it does not solely focus on directly impacting individuals’ health 
behavior or status. Instead, it concentrates on the actual opportunities 
that are available to people in different contexts to actively choose from 
to achieve a healthy lifestyle. Third, the CA is a multidimensional 
approach that addresses the interplay of structure and agency (Abel & 
Frohlich, 2012; Giddens, 1984; Rütten & Gelius, 2011) by considering 
both personal factors (such as current health status or health literacy) as 
well as contextual aspects (e.g. society and the environment), which can 
be used for designing and evaluating health promotion projects. 

Recent findings suggest a shift of research focus from health status to 
a rather broader perspective of capabilities for well-being (Mitchell 
et al., 2015). Mitchell et al. (2015) have demonstrated in their study that 
there is a link between achieved functioning (i.e. health status) and 
capabilities. The effects of different major diseases (such as depression, 
arthritis, asthma, cancer, and diabetes) on scores for health-related ca-
pabilities indicate that these diseases “are associated with relatively 
different impacts” (Mitchell et al., 2015). For example, depression, 
compared to other diseases, has the greatest negative effect on perceived 
capabilities for well-being. This direct connection indicates that a shift 
of focus is needed in the rehabilitation of diseases as well as in pre-
vention, and therefore in future health promotion programs, and their 
evaluation. A recent literature review (Mitchell et al., 2017) provides 
additional evidence on the growing utilization of the CA approach in 
health-oriented fields, such as physical activity (PA), diet, patient 
empowerment, multidimensional poverty, and the assessments of health 
and social care interventions. 

However, using the CA in health promotion practice comes with 
certain challenges, which are partially due to its unspecified nature and 
a lack of studies reporting on how it can be successfully applied 
(Chiappero-Martinetti et al., 2012; Hollywood et al., 2012; Mitchell 
et al., 2017). For instance, Mitchell et al. (2017) report that the CA is 
“being applied in different ways, [and] researchers have different in-
terpretations of what it means to employ a capability perspective”. 
Further, all available studies measure capabilities differently, using 
various questionnaires such as the ASCOT, ICECAP-A, or OxCAP-MH. 
Therefore, a comparison of outcomes is hardly feasible, as there is no 
overarching approach or measurement tool available for the design and 
evaluation of capability-oriented health promotion projects (Helter, 
Coast, Laszewska, Stamm, & Simon, 2020; Till, Abu-Omar, Ferschl, 
Reimers, & Gelius, 2020). 

This article uses data from a German research consortium that 
employed the CA to promote PA throughout the life course to fill some of 
these gaps. Specifically, this article will address (1) the refinement of 
Frahsa et al.’s (2011) capability model for specific use in health pro-
motion, (2) empirical results on the differences in implementation and 
evaluation of the CA by the four consortium projects deployed in 
different settings, and (3) a set of recommendations for future projects 
using the CA, developed jointly by a consortium of projects focused on 
capability and PA using a participatory research approach. 

2. Methods 

Research for this study was conducted in the context of 

Capital4Health (C4H), a German research consortium that applied the 
CA in four different empirical projects designed to influence capabilities 
for an active lifestyle in various settings (Table 1) (Gelius et al., 2020; 
Rütten et al., 2019). The consortium comprised researchers from 
different academic disciplines, including sport science (with sub-
disciplines like sport pedagogy, sport sociology, etc.), rehab science, 
public health, and the social sciences. Based on the idea of trans-
disciplinary research (Bergmann & Schramm, 2008; Ferschl et al., 
2021), all projects used a participatory intervention method to achieve 
their goals: Cooperative Planning is a structured process that actively 
involves target group representatives, policy makers and practitioners (i. 
e. people or institutions that transfer knowledge to others or have 
decision-making power), and researchers in the joint development of 
actions for health promotion tailored to the needs of the target group 
and the specific context of the setting (Rütten, 1997). Also, two 
cross-cutting projects supported the entire consortium by providing in-
formation regarding theory, methods, research collaboration (CAPCOM 
project), and by conducting evaluation (EVA project). Research for this 
article was conducted by the team of the CAPCOM project. 

We employed a participatory three-stage process with a total of six 
steps (see Fig. 1) – sometimes overlapping or occurring in parallel – 
supported intermittently by additional desk research. Stages included (I) 
theoretical model refinement (Step 1), (II) empirical data analysis 
covering the implementation and evaluation of the CA in the four pro-
jects of the C4H consortium (Steps 2, 3 and 4), and (III) participatory 
development of recommendations on how to apply the CA in future 
health promotion projects (Steps 5 and 6). 

2.1. Stage 1: theoretical model development 

To support the use of the CA in C4H, CAPCOM’s researchers started 
developing a theoretical model conceptualizing capabilities for PA and 
health in the early consortium phase (Frahsa et al., 2020). To adapt this 
original version for the empirical analysis of the consortium, we con-
ducted a workshop with researchers from all C4H projects (Step 1). This 
yielded a simplified model, which was further adjusted as the projects 
progressed (see below). 

2.2. Stage 2: empirical data analysis 

Using the adjusted model as a basis, we conducted desk research on 
consortium documents produced between 2015 and 2018, which 
included the original project proposal, annual reports, and the final re-
ports of the first of the two C4H funding phases. The first author 
analyzed all documents deductively to assess how the projects oper-
ationalized the CA in terms of (a) project goals, (b) interventions, (c) 
actions planned using a participative method, (d) measurements taken, 
and (f) number of levels (i.e. target groups and policymaker/practitioner 
levels) involved in the projects. 

Results were visualized separately for each project using a graphic 
representation of the theoretical model. 

Table 1 
Description of C4H projects.  

Project Setting Target Group Policymakers/ 
Practitioners 

Health.Edu Universities / 
secondary schools 

Pupils Ministry of education, 
lecturers, and teachers 

QueB Kindergartens Nursery school 
children 

Nursery school teachers 

PArC-AVE Vocational 
education schools 

Apprentices Trainers 

ACTION for 
Men 

Municipalities Men over the 
age of 50 

Policy makers 

EVA All other projects – – 
CAPCOM All other projects – –  
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We engaged project researchers in a three-step modified Delphi 
process (Keeney, 2011) to verify the retrieved information and visuali-
zations. In an initial Delphi round (Step 2), researcher groups from each 
project were consulted either in face-to-face meetings (projects health. 
edu and PArC-AVE) or digitally/by telephone (projects QueB and AC-
TION for men). We kept written records of the consultations and 
adjusted the model based on our colleagues’ feedback to reach 
consensus on the visualization. A second digitally conducted, modified 
Delphi (Step 3) was used to eliminate any errors in the visualizations. 
After additional adjustments by the authors, the projects were asked to 
check the corrected visualization (Step 4). The first author then con-
ducted a comparative analysis of the finalized CA models regarding their 
(a) number of intervention levels (i.e. target groups and policy-
maker/practitioner levels), (b) project goals, (c) interventions, (d) ac-
tions planned, and (e) measurements taken. 

2.3. Stage 3: participatory development of recommendations 

We used the results from Stage 2 to develop recommendations for the 
use of the CA approach in future health promotion projects. A first draft 
was compiled by the authors and discussed at a workshop with all C4H 
project teams (Step 5). Colleagues were also given the opportunity to 

provide further comments on the draft via e-mail. The updated draft was 
sent to two external researchers to obtain an expert’s opinion (Step 6). 
One had a background in social and preventive medicine and was a 
member of the consortium’s advisory board, the other was a former 
member of the C4H project, familiar with the CA, and with a background 
in social- and public health science. This feedback was used by the au-
thors to finalize the recommendations. 

3. Results 

3.1. Stage 1: Theoretical model development 

Fig. 2 shows the final version of the theoretical CA model used for the 
analysis of the implementation and evaluation of different CA-oriented 
projects. 

Individual factors include all personal aspects such as age, sex, 
physical condition, health literacy (i.e. “people’s knowledge, motivation 
and competence to access, understand, appraise and apply health in-
formation” (World Health Organization, 2013); since a person not pos-
sessing pronounced health literacy is less likely to perform 
health-enhancing behavior), and support of friends and family. Struc-
tural factors comprise the cultural aspects, such as norms and values, 

Fig. 1. Methodological stages and steps of the research process (italics represent desk research by first author).  

Fig. 2. Capability circle of the target group and policymaker/practitioner.  
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rules and resources, policies, gender roles and societal hierarchies, as 
well as environmental factors, such as the physical-, built-, and tech-
nological environment (Frahsa et al., 2020; Robeyns, 2005). Arrows 
indicate potential effects chains. We refer to the choice of converting 
capabilities to actual health outcomes as a person’s individual agency 
(Pelenc et al., 2015); therefore, the act of choosing to pursue one’s own 
goals may subsequently lead to an achieved functioning (Crocker et al., 
2009) (in our case, PA) or to collective agency (CoA). 

CoA refers to a realized capability that influences the capabilities of 
others, and might not have positive effects on one’s own health and well- 
being. This may lead to a lack of achieved functioning, or may even 
involve rather harmful health behavior (Robeyns, 2005). Therefore, we 
define CoA, on the one hand, as the doings of policy-
makers/practitioners, as their CoA influences the capability set of the 
target group. On the other hand, it refers todoings of the target group, 
once an individual chooses a behavior that focuses more on changing 
structural factors for the collective rather than choosing a behavior for 
his or her own individual well-being (Pelenc et al., 2015). As policy-
makers/practitioners can influence the structural factors of target 
groups and vice versa, we refer to our model as the “capability circle.” 

The model constitutes a simplification of the one initially developed 
for the consortium by the CAPCOM project (Frahsa et al., 2020), in 
particular by reducing the number of categories of the factors that in-
fluence individual capability sets. 

3.2. Stage 2: empirical analysis 

A total of 16 researchers from all four empirical projects participated 
in the Delphi process to gather information on the operationalization 
and implementation of the CA in C4H. Table 2 presents an overview of 
the results on the (a) number of levels, (b) project goals, (c) in-
terventions, (d) actions planned, and (e) measurements for the evalua-
tion of the effectiveness of interventions to increase capabilities for PA in 
the different settings. The detailed visualizations for each project are 
available as supplementary files to this article. 

3.2.1. Levels involved 
All projects addressed at least two intervention levels: the target 

group, and a group of policymaker/practitioners who influenced the 
capability set of the target group via their CoA. Three of the four projects 
implemented a “capability circle,” as visualized in Fig. 2. The health.edu 
project, by contrast, worked with a total of three “hierarchical” policy-
maker/practitioner levels. Its concept anticipates the CoA of school 
teachers (policymaker/practitioner level 1) influencing the target group, 
university lecturers involved in physical-education teacher education 
(level 2) influencing future teachers, and officers in the regional ministry 
of education (level 3) influencing the rules of university education. 

3.2.2. Project goals 

The shared main goal of the C4H consortium—increasing capabil-
ities for active lifestyles—was first set out in the consortium proposal in 
2014. Additionally, the individual project proposals stipulated specific 
project goals regarding their settings, target groups, and policymakers/ 
practitioners. These included the CoA of policymaker/practitioners (i.e. 
better teaching, health.edu), the capability set of the target group 
(mostly aimed at improving knowledge, e.g. QueB; or physical-activity- 
related health-competence, e.g. in PArC-AVE), and the achieved func-
tionings (i.e. the number of steps) of the target group and policymakers/ 
practitioners (QueB). ACTION for men framed its goal of increasing the 
PA of men over 50 in the community setting mostly in terms of capacity 
building (Loss et al., 2020) by improving structures in the community 
and the health-promoting competencies of community policymakers 
(World Health Organization, 1997). 

3.2.3. Participatory intervention method 

All projects received input on the cooperative planning method from 
the cross-cutting CAPCOM project (Rütten, 1997). Analysis of the proj-
ect documents indicated that all of the projects implemented this 
method in its original form or through a modified version (Gelius et al., 
2020) . Three projects (health.edu, PArC-AVE, and ACTION for Men) 

Table 2 
Analysis of the C4H projects’ capability models.  
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directly included the target group and their policymakers/practitioners 
in cooperative planning sessions. QueB modified the cooperative plan-
ning method using workshops and smaller training sessions, and it did 
not include nursery school children in the planning session on the 
grounds of considering them too young to participate. 

3.2.4. Actions emerging from the intervention 

As expected, the participatory character of the cooperative planning 
method led to a large variety of specific actions for PA promotion 
developed in the four settings. In many cases, structural measures were 
implemented to improve individual capabilities among both the target 
group and the setting policymakers/practitioners. These measures 
included changing the physical education curricula of schools (health. 
edu) (Töpfer et al., 2020) or introducing a rebate scheme offering op-
portunities to participate in different sports classes on a low budget (e.g. 
“sports card” offered by Action for Men) (Loss et al., 2020). None of the 
projects developed dedicated measures to directly improve the achieved 
functionings (e.g. amount of PA). 

PArC-AVE implemented changes to vocational education curricula 
(importantly by introducing a new regular class on PA and health and by 
ensuring the availability of physical education classes), thus changing 
both the teaching environment for instructors and directly affecting the 
capabilities of the apprentices (Popp et al., 2019). Further, teachers were 
directly trained to increase their awareness for and knowledge about PA 
as well as their PA-related health competence, and a tutoring system was 
implemented to further enhance the individual competence of the target 
group through peer-to-peer knowledge transfer (Popp et al., 2020). 

3.2.5. Outcome measurements 

The projects also varied considerably with respect to the measure-
ments conducted to evaluate the intervention effects; they also 
employed different combinations of objective (e.g. validated knowledge 
tests, accelerometers, and observations) and subjective measures (e.g. 
self-assessment during qualitative interviews). 

As shown in Table 2, two projects objectively measured changes in 
achieved functionings in terms of steps taken (e.g. pedometers in QueB) 
and exercise class attendance (e.g. analysis of PA class participant lists in 
ACTION for Men). While a positive impact on the CoA of policymakers/ 
practitioners was intended by almost all projects, only Health.edu 
objectively measured it using video-based observations of PE classes. 
Across projects, the focus of the measurements was clearly centered on 
the individual and structural factors comprising the capability set of the 
target group and policymakers/practitioners. 

All projects performed subjective (self-rated) measurements of in-
dividual factors via interviews or questionnaires. Objective measure-
ment of target groups’ individual factors was only taken by Health.edu 
(using a specifically developed test for measuring the students’ physical 
literacy). Structural change was objectively measured across all project 
settings and levels via observations of change. Some projects addition-
ally measured structural change subjectively by interviewing policy-
makers/practitioners, asking about their perceptions of the structural 
changes (e.g. change of built environment) affected by the intervention. 

The measurements of PA and capabilities revealed positive effects of 
the C4H interventions. For example, QueB was able to confirm im-
provements in achieved functionings (i.e. number of steps) among both 
children and teachers using pedometers (Müller et al., 2019). The sub-
jective assessment of teachers’ CoA confirmed increases in their agency 
to support the children’s PA. Using a web-based app for pre- and 
post-measurement, the project was in a position to objectively identify 
positive changes to structural factors (e.g. number of swings, slides, etc.) 
in kindergartens. Additionally, QueB used interviews to ascertain 
nursery school teachers’ and parents’ subjective perceptions of changes 
in individual factors. These indicated improved knowledge about PA 
and an increased desire among the children to be physically active. 

3.3. Stage 3: participatory development of recommendations 

The results of Stage 2 were used to develop a set of recommendations 
on how to use the CA in future health promotion projects, especially 
those with a cross-sectoral and transdisciplinary focus. A first draft was 
created by the authors, which was then revised by consortium members 
and external experts. In total, 14 consortium members and two external 
experts took part in the two-step process, resulting in the following final 
recommendations: 

3.3.1. Planning: using CA when conceptualizing projects 

When conceptualizing a capability-oriented project, we recommend 
that the following central aspects be considered: 

3.3.1.1. Target groups, policymakers/practitioners, and the role of CoA 

While health promotion programs often focus solely on the target 
group or a specific setting, we suggest that projects adopting the CA 
additionally consider relevant policymakers/practitioners in their 
respective settings. An individual’s capability set can be influenced via 
their own CoA, but also by a policymakers/practitioners’ CoA. 

3.3.1.2. Individual and structural factors 

Health promotion projects often focus on either the individual or 
structural aspects of health and therefore employ rather unilaterally 
focused theories (e.g. transtheoretical model (Prochaska & DiClemente, 
1983) or health belief model (Rosenstock, 1974)); in doing so, they 
forget about the multidimensional aspect influencing health (as evident 
in theories such as the ecological model of health behavior (Sallis et al., 
2006) or the social ecology model for health promotion (Stokols, 1992)). 
Projects using the CA may still aim at influencing specific health out-
comes, but they should try to affect both individual and structural fac-
tors, as they can be translated into health-beneficial functioning. 

3.3.1.3. Defining capability-oriented goals 

Defining specific, measurable, attainable, realistic, and time-bound 
(S.M.A.R.T. (Doran, 1981)) goals is recommended for any health pro-
motion project. Goal setting ensures research quality and provides 
guidance throughout implementation while also helping to put all 
project partners on the same page. We recommend that 
capability-oriented projects define context-specific goals pertaining not 
only to achieved functioning but also to the target group’s and policy-
makers/practitioners’ capability sets, CoA, and achieved functioning. 

In a capability-oriented research consortium, it is also important to 
formulate shared objectives that connect all projects and render them 
comparable. At the same time, these objectives should be sufficiently 
broad to allow individual projects to formulate additional sub-goals 
specific to their target group, setting, and academic parent discipline. 

3.3.1.4. Compatibility of disciplinary concepts with the CA 

Health promotion projects are usually developed against the back-
drop of specific academic disciplines (e.g. epidemiology, public health, 
social sciences, behavioral sciences, pedagogy, or sport science). As a 
rule, it is important for academics to employ the language, theories, and 
methods accepted by their peers to stay connected to their respective 
disciplinary discourse. Those administering the projects should there-
fore try to explicitly map disciplinary concepts onto the central aspects 
of the CA, discuss the similarities and differences, and attempt to iden-
tify solutions to maximize compatibility. When used as a “bridging 
framework” in inter-/transdisciplinary teams, this aspect becomes 
crucial. Consequently, we suggest investing time and resources to work 
toward a common understanding before starting project 
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conceptualization. 

3.3.1.5. Choice of intervention implementation method 

As the CA emphasizes the ability of individuals to actively choose 
health-enhancing behavior, we suggest using a participatory method 
that aims at expanding capabilities not only as a result of the interven-
tion but also while planning, implementing, and evaluating the project 
by including the population and/or relevant policymakers/practi-
tioners. Nonetheless, the choice of method should be made depending 
on the setting and participants, as participatory approaches are prone to 
work well in some settings, but top-down interventions may yield better 
results in other settings, especially those including strict hierarchies. 

3.3.2. Evaluation: comprehensive measurement of effectiveness 
and change 

The choice of appropriate outcome measures is of central relevance 
in assessing the effects of any health promotion project. When using the 
CA, health behavior changes take more of a backseat, as the capabilities 
to choose a healthy lifestyle come to the fore. We suggest considering the 
following points when planning project evaluation: 

3.3.2.1. Measuring both achieved functionings and capabilities 

Health promotion projects usually focus on evaluating the noticeable 
changes in health behavior or status initiated by the intervention to 
determine its effectiveness (i.e. change of blood pressure, increase of 
mobility, etc.) (Issel, 2014). Using the CA shifts attention toward the 
capability set (individual and structural factors) that allows the indi-
vidual to choose particular behaviors (Abel & Schori, 2009; Ruger, 
2010; Sen, 1993). Consequently, capability-oriented projects need to 
assess options to choose health enhancing behavior as well as the agency 
of relevant policymakers/practitioners. Such measurements may help 
show the effects of interventions at the capability level even if they are 
too far “upstream” to yield any short-term changes in health behavior or 
status. However, to ensure comparability with other intervention types, 
capability-oriented projects might consider measuring achieved func-
tionings in a sub-sample of projects’ participants, as this is often also 
required by the funding agencies. 

3.3.2.2. Evaluation on all levels 

Assessment of intervention effectiveness usually focuses on changes 
in the target group. The CA, by contrast, highlights the importance of 
policymakers/practitioners’ capabilities and CoA for the development of 
a population’s capabilities. Consequently, we suggest that projects 
should aim to conduct measurements at all levels. Depending on the 
assumed effect mechanism, this may also imply the partial use of proxy 
measures. 

3.3.2.3. Subjective vs. objective measurement 

Objective measures are often considered the gold standard for 
assessing intervention effectiveness. When employing the CA, project 
administrators might want to consider using a mixed method that also 
includes subjective measurements. Certain elements of the CA may be 
difficult to measure objectively, as they may require inside knowledge of 
the situation (e.g. changes in the organizational environment). Also, the 
CA highlights the significance of individuals perceiving their own op-
portunities for healthy lifestyles. This signifies the importance of not 
only objectively measuring context-specific changes but also using the 
target group’s and policymakers/practitioners’ self-assessment. 

3.3.2.4. Instrument choice 

As the focus of evaluation shifts from health behaviors and status 
toward opportunities for healthy lifestyles and a target group’s 
perception of these opportunities, evaluation inevitably needs to 
become more context-specific. Capability-oriented projects should 
therefore strive to strike a balance between contextualization and 
external comparability. This may involve the use, adaptation, or 
development of setting-specific instruments. Researchers should further 
ensure measurement of all capability-framework dimensions regardless 
of their project focus. 

3.3.2.5. Shared evaluation framework 

The development and application of standardized capability mea-
sures in both qualitative and quantitative ways that cover more than one 
setting or target group are of special relevance to consortia, as a stan-
dardized tool provides the opportunity to compare outcomes. Conse-
quently, we recommend that within a consortium, different projects 
should reach agreement on a shared evaluation framework or the 
development of a shared measurement tool. 

4. Discussion 

This paper has identified key points in the practical application of the 
CA in health promotion based on the experiences of four different pro-
jects that focused on increasing capabilities for active lifestyles. Based on 
these results, some recommendations are proposed for future capability- 
oriented health promotion projects. 

The analysis of CA implementation in the four different C4H projects 
has demonstrated that the operationalization of the approach is rather 
complex and unstandardized. Although all project administrators agreed 
on using the same approach and were in constant exchange, they 
interpreted the CA rather heterogeneously and extensively adapted it to 
the setting and their already familiar, discipline-specific theories. 

The analysis of the four C4H projects also underlines that measuring 
capabilities is not an easy task, as there has so far been no overarching 
tool proposed that is ready for use across diverse contexts. Although 
there is an available tool for measuring capabilities for “Diet and Ac-
tivity” (Ferrer et al., 2014), we were not able to use it in the context of 
our consortium due to its focus on diet, which did not fit the projects 
aims. Many existing tools to measure capabilities for health are tailored 
to specific target groups (e.g. ICECAP-O (Coast et al., 2008)) or to spe-
cific diseases (e.g. CQ-CMH (Sacchetto et al., 2016)). This finding has 
also been confirmed by a recent systematic review (Till, Abu-Omar, 
Ferschl, Reimers, & Gelius, 2020). The latter review – on measure-
ment in health and PA promotion projects (Till, Abu-Omar, Ferschl, 
Reimers, & Gelius, 2020) – and a second on measurement tools used for 
capabilities in the economic evaluation of health promotion projects 
(Helter et al., 2020) have shown that, while various tools are available 
for measuring capabilities, they cannot be easily compared. 

In this context, recommendations that support harmonizing in-
terventions in CA-oriented research consortia, like the ones proposed in 
this paper, may help increase comparability across settings in the future. 
Nevertheless, efforts toward the development of an overarching mea-
surement tool for health-related capabilities remain important. Mem-
bers of C4H are currently working toward such a tool, which is now 
being tested with senior citizens. Such efforts are also supported by the 
recent literature on the measurement of capabilities, including the work 
of Mitchell et al. (2017), who have also indicated that the CA has gained 
increasing attention in the health field while further commenting on the 
ongoing debate about the operationalization of the CA and its “un-
specified” nature (Comim et al., 2008). Specifically, they have pointed to 
problems such as researchers’ diverse understandings and in-
terpretations of the approach, as well as varying implementation stra-
tegies in different health promotion projects. These findings support our 
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own results from C4H, where research teams did not always share a 
common understanding and implemented the CA differently depending 
on the settings and their own academic backgrounds. 

The recommendations made in this paper may be followed to remedy 
some of the above-mentioned issues, as they offer guidance for future 
projects to successfully utilize the CA and show its effectiveness. The 
suggestions may also help transfer projects from one setting to another 
while retaining comparability of the outcomes. 

There are some limitations to this study: First, the recommendations 
are based solely on the analysis and the experience of project teams that 
tried to increase capabilities for PA. Therefore, while we are confident 
that other fields of health promotion (e.g. in the field of nutrition or 
tobacco and alcohol cessation) can learn from our results, some caution 
is advisedwhen they choose to apply these recommendations in their 
field. Further, it should be acknowledged that the recommendations 
only reflect the experience of C4H researchers and do not address the 
views and opinions of the target groups or policymakers/practitioners. 
The inclusion of practice partners and population group representatives 
involved in the projects might have contributed to further improvement 
of the recommendations, but we considered the development of scien-
tific recommendations to be too “academic” and less relevant to the 
project’s participants. However, we still consider it a strength of this 
study that recommendations were developed on the basis of empirical 
data. We are also aware that the developed CA model is rather complex, 
although it does not display the holistic nature of the capability 
approach and was specifically developed for the evaluation of the C4H 
projects. 

Due to the differences in understanding of the CA within the projects 
and the complexity of the developed model, we are aware that there 
might have been problems of model comprehension in the execution of 
the four empirical projects. However, due to the recurring feedback from 
the research teams, we expect to have fully integrated all aspects. 

5. Conclusion 

This paper provides a detailed description of the four projects during 
implementation of the CA for PA promotion along with step-by-step 
recommendations for future health promotion projects that are deter-
mined to use the CA. The CA can be used as a multidimensional 
approach that respects the prerequisites mentioned in the Ottawa 
Charter regarding health promotion. Results from across the four set-
tings indicate that using the CA approach in health promotion projects 
still varies extensively in terms of the design and evaluation methods. 
Our recommendations may facilitate the use of the CA by both sup-
porting the conceptualization and implementation of future projects 
with a CA focus and by making the evaluation results more comparable 
across settings. The further application of this framework will hopefully 
allow different health promotion projects with a capability focus to be 
compared in the future. 
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Organisationsentwicklung. Prävention und Gesundheitsförderung, 15(1), 50–55. 
https://doi.org/10.1007/s11553-019-00737-0 

Pelenc, J., Bazile, D., & Ceruti, C. (2015). Collective capability and collective agency for 
sustainability: A case study. Ecological Economics, 118, 226–239. https://doi.org/ 
10.1016/j.ecolecon.2015.07.001 

Popp, J., Grüne, E., Carl, J., & Pfeifer, K. (2019). PArC-AVE – Partizipative 
Bewegungsförderung in der beruflichen Bildung. Bewegungstherapie und 
Gesundheitssport, 35(04), 224–225. https://doi.org/10.1055/a-0956-1163 

Popp, J., Carl, J., Grune, E., Semrau, J., Gelius, P., & Pfeifer, K. (2020). Physical activity 
promotion in German vocational education: does capacity building work. Health 
Promot Int, 25(6), 1577–1589. https://doi.org/10.1093/heapro/daaa014 

Prochaska, J. O., & DiClemente, C. C. (1983). Stages and processes of self-change of 
smoking: Toward an integrative model of change. Journal of Consulting and Clinical 
Psychology, 51(3), 390–395. https://doi.org/10.1037/0022-006x.51.3.390 

Robeyns, I. (2005). The capability approach: A theoretical survey. Journal of Human 
Development, 6(1), 93–117. https://doi.org/10.1080/146498805200034266 

Rosenstock, I. M. (1974). The health belief model and preventive health behavior. Health 
Education Monographs, 2(4), 354–386. https://doi.org/10.1177/ 
109019817400200405 

Ruger, J. P. (2010). Health capability: Conceptualization and operationalization. 
American Journal of Public Health, 100(1), 41–49. https://doi.org/10.2105/ 
AJPH.2008.143651 

Rütten, A. (1997). Kooperative Planung und Gesundheits-förderung Ein 
Implementationsansatz. Journal of Public Health, 5(3), 257–272. https://doi.org/ 
10.1007/bf02956335 

Rütten, A., & Gelius, P. (2011). The interplay of structure and agency in health 
promotion: Integrating a concept of structural change and the policy dimension into 
a multi-level model and applying it to health promotion principles and practice (Oct) 
Soc Sci Med, 73(7), 953–959. https://doi.org/10.1016/j.socscimed.2011.07.010. 

Rütten, A., Frahsa, A., Abel, T., Bergmann, M., de Leeuw, E., Hunter, D., … Potvin, L. 
(2019). Co-producing active lifestyles as whole-system-approach: Theory, 
intervention and knowledge-to-action implications. Feb 1 Health Promot Int, 34(1), 
47–59. https://doi.org/10.1093/heapro/dax053. 

Sacchetto, B., Aguiar, R., Vargas-Moniz, M. J., Jorge-Monteiro, M. F., Neves, M. J., 
Cruz, M. A., … Ornelas, J. (2016). The Capabilities Questionnaire for the Community 
Mental Health Context (CQ-CMH): A measure inspired by the capabilities approach 
and constructed through consumer–researcher collaboration. Psychiatric 
Rehabilitation Journal, 39(1), 55–61. https://doi.org/10.1037/prj0000153 

Sallis, J. F., Cervero, R. B., Ascher, W., Henderson, K. A., Kraft, M. K., & Kerr, J. (2006). 
An ecological approach to creating active living communities. Annu Rev Public 
Health, 27, 297–322. https://doi.org/10.1146/annurev. 
publhealth.27.021405.102100 

Sen, A. (1980). Equality of what? The Tanner lecture on Human values, 1, 197–220. 
World Health Organization. (1986). Ottawa Charter for Health Promotion, 405-405 

Health promotion International, 1(4). https://doi.org/10.1093/heapro/1.4.405. 
Sen, A. (1993). Capability and well-being. The Quality of life, 30, 270–293. 
Stokols, D. (1992). Establishing and maintaining healthy environments: Toward a social 

ecology of health promotion. American Psychologist, 47(1), 6–22. https://doi.org/ 
10.1037/0003-066x.47.1.6 

Till, M., Abu-Omar, K., Ferschl, S., Reimers, A. K., & Gelius, P. (2020). Measuring 
capabilities in health and physical activity promotion: a systematic review. BMC 
Public Health, 21, 353. https://doi.org/10.21203/rs.3.rs-42211/v1 
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